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SUMMARY 
 
This research study endeavoured to explore and describe the experiences of 
women who participated in the Prevention of Mother-To-Child Transmission 
(PMTCT) of HIV Programme. Data relating to evaluation of the PMTCT 
Programme in the piloted sites compiled by other researchers in the 
Department of Health focus on the process, progress and extent of service 
implementation. There appears to be a dearth of information available from 
women participants in the PMTCT Programme.  
 
The objectives of the study were to: 
• Explore and describe postnatal women’s experiences of the PMTCT 
Programme offered in the East London Hospital Complex. 
• Propose recommendations into the existing guidelines for midwives who 
implement the PMTCT Programme in the health services to ensure 
optimal implementation of this programme.  
 
The research population included postnatal women who participated in the 
PMTCT of HIV Programme at the East London Hospital Complex (Frere site). 
Permission to conduct the research was obtained from the Eastern Cape 
Department of Health Ethics Committee, Chief Executive Officer of the hospital 
complex and the Advanced Degrees Committee and Human Ethics Committee 
at the Nelson Mandela Metropolitan University. 
 
The research study was qualitative, exploratory, descriptive and contextual in 
design. Data collection was carried out by face-to-face semi-structured 
interviews with postnatal women at the East London Hospital Complex (Frere 
site). The tape-recorded interviews were transcribed verbatim with the aid of 
field notes. Data analysis was done according to Tesch’s method of data 
analysis (in De Vos et al, 2000:343). Themes were identified from the 
transcriptions and finalised after consensus discussions with an independent 
coder who was experienced in qualitative research. 
 
  
Literature control, guided by the themes identified in the interviews, was 
carried out to compare and verify the findings of the study. Three major 
themes with sub-themes were identified during data analysis. The major 
themes were identified as follows:  
• The participants expressed feelings of being devastated by the results 
that confirmed their HIV positive status. 
• The participants expressed a thirst for knowledge on how to live with 
the diagnosis and on how to continue with the PMTCT Programme. 
• The physical environment where counselling and testing were done, as 
well as the practical arrangements, were not conducive to the full 
implementation of the PMTCT Programme at the antenatal clinic. 
 
Conclusions were drawn and recommendations were made in the form of 
additional guidelines for midwives implementing the PMTCT Programme in the 
antenatal clinic health services. Guidelines for further midwifery-related 
research were formulated. 
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CHAPTER 1 
 
RATIONALE AND OVERVIEW 
 
 
1.1 INTRODUCTION 
 
Giving birth to a child is a very special experience and midwives need to do all 
in their power to ensure the safety of their clients. Mother-to-Child Transmission 
(MTCT) of the Human Immuno-deficiency Virus (HIV) during childbirth has been 
a major concern of caregivers in the maternal and child health care system, and 
in society at large, for the past two decades. In order to address this concern, 
interventions were put in place to assist women to have safe deliveries 
improving the chances of giving birth to healthy babies and healthy babies. 
 
By the end of 1999 there were approximately 4,2 million South Africans who 
were HIV positive. It has been estimated that 600 000 children are infected 
through mother to child transmission of HIV each year, accounting for ninety 
percent of all the infections in children globally (World Health Organization 
(WHO) and UNAIDS, 2000:2). Statistics reveal that on a monthly basis about 
7000 babies, infected with HIV via mother-to-child transmission, die of HIV and 
AIDS in South Africa (Smith, 2001:65). These alarming statistics have given rise 
to grave concern among nurses, midwives, medical personnel and obstetricians 
and raised the awareness of the need for interventions to reduce the HIV 
transmission rate to babies. 
 
An International Conference on Acquired Immuno-Deficiency Syndrome (AIDS) 
was held in July 2000 in Durban, South Africa. Following this event several 
consultative meetings took place between national government and non-
governmental organisations which culminated in a decision to introduce a 
programme comprising research sites on Prevention of Mother-To-Child 
Transmission of HIV (PMTCT).  In 2000 the Eastern Cape Province took the 
initiative of introducing this programme in both rural and urban settings. The 
  
rural pilot programme was located at Rietvlei Hospital and the urban pilot 
programme at Frere Hospital and Cecilia Makiwane Hospital, which together 
form the East London Hospital Complex (ELHC). The ELHC is the referral 
centre for local clinics and for some district hospitals in the Eastern Cape 
Province and provides clinical learning experiences for student nurses, 
midwives and medical students among other.   
 
One of the aims of the Department of Health is the effective, efficient and 
sustainable implementation of the Prevention of Mother-To-Child Transmission 
of HIV Programme (PMTCT). This programme is concerned with improving the 
quality of health of mothers and babies. This was confirmed by a statement 
made by the Minister of Health and Welfare that the 2001 HIV antenatal survey 
results confirmed that the HIV prevalence had stabilized while perhaps the 
biggest cause for optimism was the sustained drop in HIV prevalence amongst 
the mothers under 20 years of age. There has been a total drop of 5,6 percent 
since the prevalence had peaked in this age group in 1998 (Feni, 2002:1). 
 
Preventing perinatal transmission is a multi-step and multidisciplinary process 
that includes ensuring that pregnant women: 
• Have access to early prenatal care. 
• Have knowledge about their HIV status. 
• Are educated on issues relating to HIV infection and transmission. 
• Have access to antiretroviral agents together with their HIV exposed 
neonate, and ensuring the consistent use of these medications (Paul, 
Pollet, Burr and Khanlou, 2001:1). 
 
Findings from the Interim National PMTCT Pilot Sites reports compiled by the 
Department of Health to evaluate the PMTCT Programme indicate that 
researchers have concentrated on the process, progress and extent of service 
implementation. Information gleamed from the aforementioned studies are 
based on discussions and interviews with managers, coordinators and 
clinicians, site statistics, documents review and attendance of National PMTCT 
Steering Committee Meetings (McCoy, Besser, Visser and Doherty, 2002:1). 
  
 
A study conducted in Australia revealed that the percentage of infected children 
born to HIV positive women declined from 26% to 19% between 1982 and 1993 
after use of antiretroviral therapy in pregnancy; this confirmed the effectiveness 
of this therapy in reducing the risk of MTCT of HIV (McDonald, Elliot, Kalder and 
Ziegler, 2001:1). 
 
The National protocol for providing a comprehensive package of care for the 
PMTCT of HIV in South Africa indicates that there is enough evidence to 
support the efficacy of antiretroviral drugs in the eradication of HIV transmission 
from mother to infant. There is, however, a need to implement ongoing 
monitoring and evaluation of the PMTCT Programme. The outcome or results of 
these evaluations will assist in identifying problems challenging the Department 
of Health. This will further contribute to efficient implementation of this 
programme for effective service delivery. 
 
The PMTCT Programme is aimed at: 
• Reducing the mortality rate among children of HIV infected women. 
• Providing voluntary counselling and testing (VCT) to at least 80% of 
women seen at antenatal services. 
• Achieving a compliance rate of at least 75% among HIV infected women 
attending antenatal clinics with regard to taking of antiretroviral 
medication.  
• Providing safe delivery care to at least 80% of pregnant women. 
• Providing counselling on safe feeding choices to at least 75% of women. 
• Ensuring that there is use of Integrated Management of Childhood 
Illnesses Services by at least 75% of children of HIV infected mothers 
(National Department of Health, 2000:3). 
 
The use of antiretroviral therapy to reduce mother-to-child transmission has 
become standard treatment in developed countries. The use of this therapy has 
demonstrated a reduction of perinatal mother-to-child HIV transmission. Health 
care workers are seeing babies who have survived the virus through the 
  
PMTCT Programme. The Nevirapine regimen is one of a number of 
antiretroviral therapy regimens aimed at reducing the mother-to-child 
transmission of HIV. Unlike other regimens that require repeated doses of the 
antiretroviral drug(s) to both mother and child, the Nevirapine regimen entails 
administering a single dose to the mother at the onset of labour and a single 
dose to the infant at birth (National Department of Health, 2000:4). 
 
The mother is given one Nevirapine tablet at the onset of labour. If the 
medication is given or taken mistakenly with false labour it is repeated if labour 
starts 48 hours or more after the first tablet was taken. The baby is given 
Nevirapine syrup 2mgs/kg as a single dose, preferably within the first 24 hours 
after birth, but no later than 72 hours after birth. Nevirapine is easy to administer 
and affordable. Follow up care is done and prophylactic treatment is given, 
namely cotrimoxazole, vitamin supplements and iron therapy to both the mother 
and the baby (East London Hospital Complex Protocol, 2001:8-9). 
 
The inclusion of mobilised, effective social and supportive services for these 
patients and their families is of the utmost importance as part of prophylactic 
and relevant treatment (Paul et al, 2000:1). Development of supportive groups 
in the centres where the programme is being implemented has also contributed 
to the effective and consistent provision of the programme to pregnant women 
and their neonates. It is envisioned that mothers who are given the opportunity 
to comment on their experiences and general interpretation of the programme 
will, therefore, assist in determining the effect and the impact of this programme 
in developing their self-esteem and self-confidence. 
 
In this study the researcher will be analysing the experiences of women who 
have been enrolled in the PMTCT Programme in the East London Hospital 
Complex (Frere site) with the aim of formulating guidelines for the effective 
implementation of this programme in the routine Maternal and Child Health 
Care Services. 
 
 
  
1.2 PROBLEM STATEMENT 
 
The National guidelines for the implementation of the PMTCT Programme 
require the ongoing monitoring and evaluation of this programme in the health 
care centres (Department of Health, 2000:24). These evaluation processes are 
carried out as reflected in the interim findings on the National PMTCT Pilot Sites 
document, which was released in February 2002. Prevention of Mother-To-
Child Transmission of HIV was identified as one of the five priority areas for 
response at the United Nations Special Sessions on HIV/AIDS in 2001 (World 
Health Organisation and UNAIDS, 2000:23). Discussion with HIV/AIDS 
counsellors suggested that further investigation into women‘s experiences with 
PMTCT is required (Birdsall, Nkosi, Hayijiamis and Parker, 2006:14). 
 
The postnatal women in the East London Hospital Complex (Frere site) 
maternity section have not been given the opportunity to share their 
experiences of the PMTCT Programme.  The researcher identified this as a 
deficit in the evaluation process. The researcher believes that including the 
participants’ experiences will allow for a more comprehensive evaluation of the 
PMTCT Programme. The researcher assumes that the knowledge gained will 
enhance the practice of the midwives implementing the programme and, 
ultimately, the consumer of the programme. 
 
Likewise, no studies relating to the experiences and/or perceptions of women 
as the major stakeholders in the process of implementing this programme could 
be found at the time when this research was commenced. [Subsequently 
people have done research on it]. The researcher identified this deficit and 
believes that it requires the attention of health care workers and, in particular, 
midwives. 
 
In the light of the aforementioned problem the researcher poses the following 
questions: 
• What are the postnatal women’s experiences of the PMTCT Programme 
in the East London Hospital Complex (Frere site)? 
  
• What additional information or recommendations should be added into 
the existing guidelines to ensure optimal implementation of the PMTCT 
of HIV Programme? 
 
 
 
1.3 OBJECTIVES OF THE STUDY 
 
The objectives of the study are to: 
• Explore and describe postnatal women’s experiences of the PMTCT 
Programme offered in the East London Hospital Complex (Frere site). 
• Propose recommendations into the existing guidelines for midwives who 
implement the PMTCT Programme in the health services to ensure 
optimal implementation of this programme. 
 
 
 
1.4 CONCEPT CLARIFICATION 
 
For the purpose of this study, the following key concepts will be defined as 
follows: 
• Midwife: “Midwife” means a person registered or enrolled as such under 
section 16 of the Nursing Act, 1978 (Act 50 of 1978 [as amended]) and 
includes an accoucheur (South Africa, 1978:3). 
 
• Human Immuno-deficiency Virus (HIV): “A human retrovirus that 
belongs to the lentivirus subfamily”. Several human retroviruses have 
been identified. Two of them, HIV-1 and HIV-2, have been associated 
with T4 helper cell depletion, resulting in loss of cellular immunity 
characterized by AIDS (Phipps, Sands and Marek, 1999:2189). 
 
• Acquired Immuno-deficiency Syndrome (AIDS): AIDS is the end 
stage of the disease process caused by the human immuno-deficiency 
  
virus (White and Duncan, 2002:874). It is a progressively fatal disease 
that destroys the immune system and the body’s ability to fight infection 
(White and Duncan, 2002:570). 
 
• Prevention of Mother-To-Child Transmission of HIV (PMTCT of HIV): 
Prevention of Mother-To-Child Transmission refers to a preventative 
intervention regarding the transmission of HIV from the mother to the 
baby during pregnancy, childbirth and via breastfeeding (Smith, 
2001:233), including use of antiretroviral therapy and infant feeding 
practices. 
 
• Antiretroviral Therapy (ART): Antiretroviral Therapy refers to drugs that 
extend the lifespan of an HIV positive individual by slowing down the 
growth and multiplication of the HIV virus and reducing its ability to harm 
that person’s immune system. The Antiretroviral Therapy enables the 
individual to live a longer and healthier life (Mofenson, 2000:2). 
 
• Postnatal period: Sellers (2003:1791) defines postnatal as after 
childbirth. 
 
• Postnatal women: Postnatal women are women who have given birth 
(Schott and Henley, 1996:172). 
 
 
 
1.5 PARADIGMATIC PERSPECTIVE 
 
The framework of reference for this study is the Anthropological Nursing 
Accompaniment Theory of WJ Kotzè (1998:4). The basis of this theory’s 
paradigmatic viewpoint is the premise that man is a multidimensional being who 
is open to, and continually changing whilst faced with decisions related to 
norms, which must be obeyed or disobeyed. In addition, nursing is viewed as an 
interpersonal event only possible by human beings (Kotzè, 1998:3). 
  
 
The researcher will outline the assumptions of the Nursing Accompaniment 
Theory and its application to this study. 
 
 
1.5.1 META-THEORETICAL STATEMENTS 
 
Kotzè (1998:4) defines the meta-paradigms of man, health, world and nursing in 
her theory as follows: 
 
 
1.5.1.1 Man/Human Being/Person 
 
Man is a unique multidimensional total being, indivisibly body-psyche-spirit, 
continuously becoming within an inseparable dynamic relationship with world, 
time, fellow-being and God (Kotzé, 1998:4). For the purpose of this study, man 
refers to the women who are participating in the PMTCT Programme. 
 
 
1.5.1.2 World 
 
World refers to the world in which man exists, which consists of, firstly, objective 
world or external world which includes inter alia the world of science and 
technology, nature, astronomy and micro-organisms. Secondly, world refers to 
the subjective world, which includes the personal world, the intrapersonal world, 
the world of co-existence and the dimensions of time in which man exists 
(Kotzé, 1998:3). In this study, world refers to the postnatal ward where the 
women are nursed after delivery and the postnatal clinic where the six (6) 
weeks postnatal examination is performed. 
 
 
 
 
  
1.5.1.3 Health 
 
Health refers to the state of wellness or illness of an individual; it is a dynamic 
process relating to the degree of ability or inability of a person as body-psyche-
spirit to maintain himself/herself optimally in his/her relationship. It is therefore a 
relative concept (Kotzé, 1998:3). Health, within the context of this study, refers 
to the implementation of the PMTCT Programme to achieve an optimal state of 
health, which would ultimately result in a healthy mother and baby. 
 
 
1.5.1.4 Nursing/Midwifery 
 
Nursing/midwifery is an interpersonal comprehensive service to man at all 
stages of life, ill or well, which encompasses a dynamic systematic process of 
management, clinical care and teaching, of which accompaniment is inherently 
part. The goal of nursing is to effect change that would facilitate prevention of 
illness, disability and suffering, promotion and regaining of wellness and, where 
this is not possible, would facilitate a peaceful, dignified death. In the process of 
nursing the nurse uses knowledge, skills and self therapeutically (Kotzè, 
1998:4).  In this study, nursing refers to the implementation of the PMTCT 
Programme as a midwifery intervention strategy to improve the quality of health 
of mothers and their babies. 
 
 
1.5.2 STRUCTURES OF ACCOMPANIMENT 
 
Accompaniment is seen as a systematic process based on the scientific 
approach to nursing, in that it incorporates assessment, nursing diagnosis, 
planning and evaluation. The accompaniment process takes place on a mutual 
trust basis with the future-oriented goal of inducing self-reliance on the part of 
the patient by the knowledgeable nurse (midwife) providing care and support 
(Kotzè, 1998:11). Course structures of accompaniment that one should observe 
within the accompaniment process are: 
  
• Relationship Structures. 
• Course Structures. 
• Actualisation Structures. 
• Goal Structures (Kotzè, 1998:11). 
 
 
 
1.6 RESEARCH DESIGN AND METHOD 
 
The research design and research method used in this study will now be 
discussed. 
 
 
1.6.1 RESEARCH DESIGN 
 
The research design will be qualitative in nature and will be exploratory, 
descriptive and contextual, since the researcher wishes to explore and then 
describe the postnatal women’s experiences of the PMTCT Programme in the 
East London Hospital Complex. These concepts will be discussed in details in 
Chapter 2 of the study. 
 
 
1.6.2 RESEARCH METHOD 
 
Research method refers to the process of determining the research population, 
sampling, data collection and analysis. 
 
 
1.6.2.1 Research population 
 
The research population will consist of postnatal women who participated in the 
PMTCT Programme in the East London Hospital Complex (Frere maternity 
section). The inclusion criteria will be discussed in more details in Chapter 2. 
  
 
The sample will be drawn from postnatal women who participated in the PMTCT 
Programme and who met the criteria of: 
• Being counselled confidentially before being tested for HIV. 
• Testing positive for HIV infection and receiving a post HIV test. 
• Being given Nevirapine tablets during labour and their babies being given 
Nevirapine syrup within 72 hours of birth. 
• Being counselled on feeding practises for the baby, which is either 
exclusive breastfeeding or formula feeding for the first six (6) months. 
• Being in their first three (3) months post-delivery. 
 
 
1.6.2.2 Sampling method and size 
 
Purposive sampling is the method of choice. In purposive sampling participants 
are selected because it is believed that they are able to give the researcher 
access to a special perspective, experience or condition that the researcher 
wishes to understand (Yegidis and Weinbach, 1996:122). 
 
According to Streubert and Carpenter (1995:23-24), there is no need to 
determine the size of the sample when conducting qualitative research, as the 
goal is not to generalise the findings. Instead, the data gathering will conclude 
when the data are saturated.  In other words, data collection will continue until 
repetition and confirmation of previously collected data occurs. De Vos, 
Strydom, Fouche, Poggenpoel and Schurink (2000:305), however, state that 
one may not always achieve saturation point as external factors like dates or 
funds often determine the conclusion date of the research. 
 
 
1.6.2.3 Data collection 
 
Data collection will take place predominantly by means of semi-structured 
interviews with each participant. Interviews will continue until data saturation is 
  
reached. The interviews will be audiotaped with the permission of the 
participants and the information will be transcribed verbatim immediately or as 
soon as possible afterwards. 
 
An interview schedule will guide the interviews. The researcher has identified 
certain important areas to examine at the appropriate time in the interview. The 
following questions will be put to the participants: 
• Tell me about your general experiences whilst participating in the 
Prevention of Mother-To-Child Transmission of HIV Programme. 
• How did you feel after you were counselled for voluntary HIV testing? 
 
The researcher will enrich the data with field notes, including a situational 
observation of the venue used for provision of the PMTCT Programme. The 
researcher will evaluate the layout of the environment where the latter is offered 
in order to obtain more information regarding the provision of the programme as 
well as the impact of the environment on the experiences of the participants. 
The layout of the environment will determine whether privacy and confidentiality 
is ensured for the participant to willingly participate in the programme which 
involves Voluntary Counselling and Testing for HIV/AIDS. 
 
 
1.6.2.4 Data analysis 
 
Data analysis will follow the verbatim transcription of the interviews. Data 
analysis is the strategy used to take a complex whole and resolve it into its 
parts (De Vos et al, 2000:336). Tesch‘s approach (in De Vos et al, 2000:343) of 
descriptive analysis will be used to analyse the data. 
 
The transcribed interviews, the field notes and the situational observations will 
comprise the database to be analyzed. The researcher will use bracketing when 
doing this, a process whereby what is known about the experience being 
studied is suspended or laid aside, which is similar to the idea of achieving an 
open context; this procedure facilitates the process of seeing all the facets of 
  
the phenomenon and the formation of new constructs (De Vos et al, 2000:337). 
During data analysis the researcher extracts themes from the data that will be 
categorised. An independent coder will ensure the validity of the findings. 
 
 
1.6.2.5 Pilot study 
 
The researcher will conduct a pilot study where one trial interview will be 
conducted, transcribed and analyzed. This will be done to assess the 
appropriateness of the research, interview questions, interviewing technique, 
situational observation and data analysis technique (De Vos et al, 2000:179). 
 
 
1.6.2.6 Literature control 
 
Literature control will follow analysis of the database to determine the merit of 
the research findings. The literature study will be guided by the themes 
identified in the interviews and subsequent data analysis. 
 
 
1.6.3 TRUSTWORTHINESS 
 
Guba’s model of Trustworthiness of Qualitative Research (Krefting, 1990:214-
222) will be used to ensure validity and credibility of the research. The reason 
for choosing this model is that it is well developed and used extensively in 
qualitative research situations.  The model is based on four (4) aspects that 
allow the researcher to establish trustworthiness, namely truth-value, 
applicability, consistency and neutrality. These concepts will be discussed in 
detail in Chapter 2. 
 
 
 
 
  
1.6.4 Ethical Considerations 
 
The researcher will ensure that the following ethical principles, as described by 
Polit and Hungler (1995:355), are upheld throughout the study: 
• The principle of beneficence (not doing any harm). The researcher will 
do no harm to the participants, avoid exploitation and carefully assess 
the risk-to-benefit ratio before considering the research (Polit and 
Hungler, 1995:356). 
• The principle of respect for human dignity. This refers to respect for the 
human dignity of the participants in the research (Polit and Hungler, 
1995:358). The participants in this study will have the right to voluntary 
participation (self-determination) and will sign an informed consent. 
• The principle of justice. This concerns justice with regard to the 
treatment of the participants in research (Polit and Hungler, 1995:362). 
The participants will have the right to fair treatment in this study. 
 
The researcher will ensure ethical acceptability of the study by implementing the 
ethical standards of the South African Society for Nurse Researchers (SASNR, 
1996:74-75) The ethical standards include the quality of research, confidentiality 
and anonymity, privacy, prevention of harm and premature termination of 
research. The researcher will request written permission to conduct the 
research from the Eastern Cape Department of Health, the Chief Executive 
Officer of the ELHC (see Annexure 2 and 3) and the Advanced Degrees 
Committee and the Human Ethics Committee at the Nelson Mandela 
Metropolitan University of Port Elizabeth. These principles will be discussed in 
detail in Chapter 2. 
 
 
 
1.7 CHAPTER LAYOUT 
 
CHAPTER 1: Rationale and Overview 
CHAPTER 2: Research Design and Methodology 
  
CHAPTER 3: Results, Data Analysis and Literature Control 
CHAPTER 4: Conclusions, Limitations, Guidelines and Recommendations 
 
 
 
1.8 CONCLUSION 
 
This chapter contains a discussion on the need to research the experiences of 
mothers who are participating in the Prevention of Mother-To-Child 
Transmission of HIV Programme. The research design and method and the 
researcher’s intended strategies to uphold trustworthiness and ethical standards 
have also been outlined. 
  
CHAPTER 2 
 
RESEARCH DESIGN AND METHOD 
 
 
 
2.1 INTRODUCTION 
 
This chapter provides a detailed description of the research design and method. 
Aspects that will be covered include the rationale of the study, the research 
design and research method. The methods used to ensure trustworthiness and 
ethical standards will also be described in more detail.  
 
 
 
2.2 RATIONALE 
 
The Prevention of Mother-To-Child Transmission of HIV Programme is 
designed to reduce mother-to-child transmission of HIV through: 
• Provision of voluntary counseling and testing services in the clinics 
offering routine antenatal clinics, 
• antiretroviral therapy for PMTCT; 
• introduction of obstetric practices that have shown to reduce PMTCT; 
• provision of safe infant feeding for HIV positive mothers; 
• provision of integrated follow up for infants born to HIV positive women 
into routine child health services; and 
• provision of follow up care for HIV positive women post delivery. 
 
The National guidelines on implementation of the Prevention of Mother-To-Child 
Transmission of HIV Programme (PMTCT) requires the ongoing monitoring and 
evaluation of this programme in the health care centres (Department of Health, 
2002:24). 
  
 
Findings from the reports that have been compiled by the researchers in the 
Department of Health to evaluate the PMTCT Programme in the sites reveal 
that they have concentrated on the process, progress and extent of service 
implementation. Data and information collected were based on discussions and 
interviews done with managers, coordinators and clinicians, site statistics, 
documents review and attendance of national PMTCT steering committee 
meetings (McCoy et al, 2002:1). 
 
There does not appear to be any information available on the experiences of 
the mothers who are the major consumers in the process of implementing this 
programme. This led the researcher to explore the experiences of the postnatal 
women involved in the Prevention of Mother-To-Child Transmission of HIV 
Programme. 
 
 
 
2.3 OBJECTIVES 
 
The objectives of this study were to: 
• Explore and describe postnatal women’s experiences of the PMTCT 
Programme offered in the East London Hospital Complex (Frere site). 
• Propose recommendations into the existing guidelines for midwives who 
implement the PMTCT Programme in the health services to ensure 
optimal implementation of this programme. 
 
 
 
2.4 RESEARCH DESIGN 
 
The researcher utilized a qualitative, exploratory, descriptive and contextual 
design in this study in order to achieve the aforementioned objectives. The 
research design was aimed at exploring and describing the experiences of 
  
postnatal women participating in the PMTCT Programme in the East London 
Hospital Complex. The design of the study will now be discussed. 
 
 
2.4.1 QUALITATIVE RESEARCH 
 
According to De Vos et al (2000:240), the qualitative research paradigm refers 
to research that elicits the participant’s accounts of meaning, experience or 
perceptions. Data produced in the participant’s own words allow the researcher 
to identify the participant’s experiences, beliefs and values regarding a 
phenomenon.  
 
This design was used in the study for the purpose of understanding and 
interpreting the meanings of the experiences of the postnatal women 
participating in the PMTCT Programme in the postnatal wards and postnatal 
clinics of the East London Hospital Complex (Frere site).  
 
 
2.4.2 EXPLORATORY RESEARCH 
 
Polit and Hungler (1995:24) describe exploratory research as that which begins 
with an interesting phenomenon and then investigates the related factors and 
manifestations of the phenomenon, rather than simply observing and recording 
the phenomenon.  
 
The reason for using this approach was the research’s aim to explore and 
describe the experiences of the postnatal women participating in the PMTCT 
Programme. The researcher listened to the postnatal women who delivered 
their babies in the hospital and then built a picture that was based on their 
ideas. 
 
 
 
  
2.4.3 DESCRIPTIVE APPROACH 
 
Descriptive research is an investigation that observes, describes and classifies 
(Polit and Hungler, 1995:14). The main use of this type of research is to offer 
service providers and planners information to design and allocate resources 
efficiently (Katzenellenbogen, Joubert and Yach, 1995:66). 
 
A descriptive design enabled the researcher to describe the experiences of 
postnatal women participating in the PMTCT Programme in the East London 
Hospital Complex. The researcher attempted to provide an accurate description 
of the postnatal women’s experiences of this programme. Data collection was 
done through semi-structured interviews with postnatal women as well as 
through field notes that included a situational observation of the consulting 
rooms used for the PMTCT Programme.  Themes were identified and verified 
by means of literature control. The data obtained were used to compile 
additional information for inclusion in the existing guidelines for midwives 
implementing this programme in the routine health care setting. 
 
 
2.4.4 CONTEXTUAL APPROACH 
 
Contextual research refers to a study that seeks to avoid separation of 
components from a larger context to which the elements may be related (De 
Vos et al, 2000:281). The study was conducted in the context of postnatal 
wards provided for the accommodation of postnatal women with their babies in 
the East London Hospital Complex (Frere site). The participants were women 
who delivered their babies and who participated in the PMTCT Programme at 
the East London Hospital Complex (Frere site antenatal clinic) Some 
participants were referred from the nearby feeding Primary Health Care clinics 
for further management of their antenatal ailments and they delivered their 
babies in the hospital. 
 
 
  
2.5 RESEARCH METHOD 
 
The research method refers to the process of describing the research 
population, sampling method and sample size, inclusion criteria, data collection 
and analysis. 
 
 
2.5.1 RESEARCH POPULATION 
 
The research population is the term that sets boundaries on the study units; it 
refers to individuals who possess specific characteristics (De Vos et al, 
2000:190). The research population in this study comprised postnatal women 
who participated in the PMTCT Programme whilst attending antenatal clinics in 
the Primary Health Care clinics and in the East London Hospital Complex 
antenatal clinic (Frere site). 
 
An eligibility criterion is defined as those characteristics that define the 
population of interest (Polit and Hungler, 1995:173). The sample was drawn 
from postnatal women who participated in the PMTCT Programme whilst 
attending antenatal clinics in the Primary Health Care clinics and in the East 
London Hospital Complex antenatal clinic (Frere site) and who met the met the 
eligibility criteria described below:  
• They were counselled confidentially. 
• They tested positive for HIV infection and receiving a post HIV test.  
• They were given Nevirapine tablets during labour and their babies 
received Nevirapine syrup within 24 hours after birth but not later than 72 
hours after birth. 
• They were counselled on feeding practices for the baby that includes 
exclusive breast feeding or formula feeding for the first six months. 
• They were in the postnatal period.  
 
 
 
  
2.5.2 SAMPLING METHOD AND SIZE 
 
Sampling refers to the process of selecting a portion of the population to 
represent the entire population (Polit and Hungler, 1995:174). Purposive 
sampling was chosen as a method of choice in this study. In purposive 
sampling participants are selected because they are able to give the researcher 
access to a special perspective, experience or condition that the researcher 
wishes to understand (Yedigis and Weinbach, 1996:122). 
 
Polit and Hungler (1995:444) define purposive sampling as a type of non-
probability sampling method in which the researcher selects subjects for the 
study on the basis of personal judgment about which ones will be most 
representative or productive (judgmental sampling). The researcher selected 
the participants on the basis of personal judgment, focusing on those individuals 
who were able to give their postnatal experiences of the Prevention of Mother-
To-Child Transmission of HIV Programme. The participants that were included 
were women who were willing to participate in this study. 
 
For the purpose of this study a sample was selected from the population of 
postnatal women who were participating in the PMTCT Programme whilst 
attending antenatal clinics in the Primary Health Care clinics and in the East 
London Hospital Complex antenatal clinic (Frere site) and interviews were done 
until data saturation was reached. 
 
In qualitative research there is no need to determine the sample size as the 
goal is not to generalize the findings. Instead, data gathering concludes when 
data is saturated (Streubert and Carpenter, 1995:23-24). In other words, data 
gathering continues until repetition and confirmation of previously collected data 
occurs. De Vos et al (2000:254), however, state that saturation point may not 
always be reached because the conclusion of the research is determined by 
external factors such as available funds and target dates. In this study data 
gathering concluded when data were saturated, as evidenced by repetition of 
information gathered. 
  
2.5.3 DATA COLLECTION 
 
Data collection commenced after receiving permission from the Eastern Cape 
Department of Health, Eastern Cape Ethics Committee and Chief Executive 
Officer of the East London Hospital Complex. The research proposal was also 
approved by the Advanced Degrees Committee and the Human Ethics 
Committee at the Nelson Mandela Metropolitan University (see Annexure 4).  
 
Data were collected from the women who met the eligibility criteria. Semi-
structured interviews, field notes and situational observation were utilized to 
collect data (see Annexure 5). 
 
 
2.5.3.1 Semi-structured interviews 
 
The researcher was the primary instrument for data collection. According to De 
Vos et al (2000:297), face-to-face interviews help the researcher to understand 
the closed world of individuals, families, organizations and communities. Face-
to-face interviews assisted the researcher to make meaning of the responses 
offered by the participants during the interview sessions. 
 
The researcher met with participants before the actual interview session in 
order to prepare them. The preparation included introduction of the participant 
to the researcher, explaining the purpose of the research, obtaining a written 
informed consent (see Annexure 1) for the interview and negotiating an 
appropriate time and venue with the interviewee. The participant was reminded 
that her participation was voluntary and that she was entitled to withdraw at any 
time if she so wished. The researcher also explained the need to use a tape 
recorder during the interview and made it clear that the audio-tapes would be 
destroyed on completion of the study. Once the interviewee had indicated that 
she understood the process and had no further questions, the interview was 
undertaken at the agreed upon time and venue.  
 
  
Face-to-face semi-structured interviews were conducted to collect the data from 
the participants. The following two questions were posed to the participant: 
• Tell me about your general experiences whilst participating in the 
PMTCT programme. 
• How did you feel after you were counselled for voluntary testing? 
 
[T:Ungakhe undixelele ngamava akho angqamene nale programme yokungqanda ukwesuleleka kosana 
yintsholongwane kagawulayo? 
Weva kanjani emva kokuba wawu counselwe watestwa malunga nokukhuseleka kosana ekwesullekeni 
yintsholongwane kagawulayo?] 
 
The venue for the interviews was a quiet room in the maternity section postnatal 
unit where no disturbances were likely to occur. The researcher and the 
participant sat facing each other in order to maintain eye contact and promote 
communication. The researcher once again explained the necessity of tape-
recording the interview (during preparation for each interview a new set of 
batteries were placed in the tape recorder.) A few minutes into the interview the 
researcher would stop and check that the equipment was recording properly. 
 
The two aforementioned questions were used to guide the interview session; 
certain important areas were identified and explored at the relevant times. 
Open-ended questions were prepared for the interviewing sessions. Specific 
interviewing techniques were used to acquire more information and these will 
now be discussed briefly. 
 
Exploring is obtaining all the pertinent data on a particular subject or feeling in 
order to acquire mutually understood information and to move beyond the 
superficial and deal with the more complex or hidden meaning of the message 
(Kreigh and Perko, 1988:262). 
 
Clarifying is an attempt to find the meaning of the communicated message in 
order to establish mutual understanding, identify common meaning associated 
  
with terms or phrases, promote and encourage further communication and 
decrease distortions in perception (Kreigh and Perko, 1988:262). 
 
Focusing is concentrating on a specific thought or feeling regarding a specific 
point in order to sustain goal-orientated communication, draw the attention of 
the interviewee to specific data and encourage the sender to separate relevant 
from irrelevant data (Kreigh and Perko, 1988:263). 
 
Using silence is communication without verbalization (Kreigh and Perko, 
1988:263), which allows the interviewee to assume the initiative and conveys 
interest and acceptance on the part of the interviewer. 
 
Reflecting is conveying to the sender his/her expressed thoughts and related 
feelings and helps to achieve objectivity and demonstrate to the interviewee that 
the interviewer is searching for understanding of the message (Kreigh and 
Perko, 1988:262). 
 
Summarising is providing a concise résumé of the communicated message in 
order to facilitate recall of important points to end the discussion and to promote 
clarification (Kreigh and Perko, 1988:264). Minimal response, such as nodding 
and uttering “yes” or “hmm”, ensure that the interviewee is encouraged to 
respond (De Vos et al, 2000:308-309). 
 
Listening is the art of paying attention to the speaker (Kreigh and Perko, 
1988:247) and is a passive act requiring no special talent. Listening consists of 
more than just hearing and occurs only when the mind is purposefully attentive 
to what is being said or communicated (Murray et al, 1987:138-139). 
 
The aforementioned verbal communication skills used by the interviewer were 
supported by non-verbal communication such as appropriate eye contact and a 
relaxed, forward leaning position. Each interview session took approximately 
one hour, at which time the interviewer concluded by summarizing the 
information provided and thanking the interviewee for her time and assistance. 
  
The interviewer transcribed the audio taped information verbatim on the same 
day where possible to allow accurate recall of what was said if the recording 
was unclear. When interviews were conducted in Xhosa (the language of choice 
of the majority of participants), the audio taped information was translated into 
English. Field notes taken during the interview aided in the transcription. 
 
 
2.5.3.2 Situational observation 
 
Situational observation of the venue/environment where the programme was 
being implemented was also carried out. This provided information concerning 
voluntary counseling and testing processes in the consulting rooms and on how 
aspects of privacy for confidentiality purposes were maintained. The 
Department of Health (2002:11) has identified the following requirements for the 
provision of PMTCT in the health care centres: 
• The adequacy, availability and accessibility of counseling and testing 
facilities, namely: 
- Human resources; 
- Medical input and support as in some sites senior medical officers 
play a leading and catalytic role; 
- Physical space to provide counseling and testing; and 
- Testing kits. 
• The availability of Nevirapine tablets for mothers and Nevirapine syrup 
for their HIV exposed babies. 
 
The researcher made detailed notes regarding the standard of facilities 
available for the provision of the PMTCT Programme. She assigned values to 
findings as follows: 
• Adequate: prescribed requirements were met. 
• Inadequate: prescribed requirements were not met 
• Excellent: prescribed requirements exceeded those listed. 
 
  
The criteria used to determine the value of the requirements were based on the 
availability of the standard facilities in the site where the programme was 
offered, and to determine the appropriateness of the venue for PMTCT 
programme. 
 
 
2.5.3.3 Field notes  
 
Field notes were written during and immediately after the interview sessions as 
an aid to enrich the data collected. De Vos et al (2000:285) explain field notes 
as an additional technique employed to record events. Three categories of field 
notes were kept, namely observational, theoretical and methodological notes. 
 
Observational notes provide an account of what happened – they are the, 
who, what, when, where and how of human activity (De Vos et al, 2000:285). 
For the purpose of this study, observational notes were made at each interview 
to describe the environment where the interview session took place, the 
characteristics of the participant including race, language of choice and age and 
a brief description of the interview process (coded to ensure anonymity). 
 
Theoretical notes are attempts by the researcher to derive meaning from some 
or all of the observational notes (De Vos et al, 2000:286). The researcher in this 
study tried to identify patterns found repeatedly during the interview process 
and these were interpreted and hypothesized and new concepts or links were 
developed. 
 
Methodological notes are reminders, instructions and critical comments to the 
researcher or the recorder (De Vos et al, 2000:286). In this study the researcher 
made methodological notes regarding conduct or performance during the 
interviews; these included mannerisms of the participants during the interview 
session. Before documenting the field notes the researcher conducted a 
situational analysis of the venue used for the provision of the PMTCT 
Programme in the East London Hospital Complex (Frere site). 
  
 
 
2.5.5 DATA ANALYSIS 
 
According to Polit and Hungler (1995:431), analysis of data is the method of 
organizing data in order to answer research questions. In qualitative research, 
data collection and data analysis occur simultaneously with redirection of the 
research as new insights emerge from the analysis. Qualitative data consists of 
logs from personal observation, field notes, interview transcriptions, written 
documents and personal journals.  
 
In this study the interview transcripts and field notes (observational, theoretical 
and methodological notes) were analyzed; this included the situational analysis 
of the venues where the PMTCT Programme was being implemented. The 
researcher followed Tesch’s approach (in De Vos et al, 2000:343) in analyzing 
the transcripts and field notes; this included implementing the following steps:  
§ The transcripts were read through carefully and the researcher took note 
of some important ideas. 
§ The most interesting interview was selected, read through and the 
underlying meaning in the information checked; notes were made in the 
margin by the researcher. 
• All identified themes were listed and arranged in terms of major themes, 
unique themes and leftovers. 
• Each topic was assigned a code that was written next to the appropriate 
piece of transcribed text. 
• Categories were created by describing themes more clearly; the total list 
was reduced as much as possible by grouping similar categories. 
• A final decision on the abbreviation for each category was made; these 
codes were alphabetized.  
• The data material for each category was assembled; a preliminary 
analysis of the information and comparison between the different 
interview documents was done. 
  
• If necessary, the existing data was recoded (Tesch in De Vos et al 
2000:343-344). 
 
An independent coder verified the findings of the analysis. The independent 
coder was a lecturer at the Nelson Mandela Metropolitan University 
experienced in qualitative research and familiar with the approach. The 
researcher supplied the independent coder with: 
• The research proposal. 
• A clean set of transcripts. 
• The field notes (see Annexure 6).   
 
Consensus discussions regarding the identified themes and sub-themes that 
emerged were held by the researcher with the independent coder and the study 
co-supervisor. These are analyzed and discussed in detail in Chapter 3.  
 
The research process and findings were not discussed with colleagues who are 
midwives experienced in the provision of Primary Health Care, including 
implementation of the PMTCT Programme in the antenatal clinics and hospitals, 
due to time constraints. 
 
 
2.5.6 PILOT STUDY 
 
A pilot study was conducted to test the appropriateness of the selected methods 
for this study. The researcher selected one trial interview as a pilot study. This 
was carried out according to the methods described in data collection and data 
analysis. The audio-tape was transcribed and analyzed.  Themes and sub 
themes were identified.  
 
The researcher and the supervisor met to decide on the appropriateness of the 
data collection and analysis methodology. As a result of this meeting the 
researcher implemented modifications to the data collection and analysis 
  
procedures and instruments before further interviews took place. The 
modifications were beneficial in achieving the aims and objectives of this study. 
 
 
2.5.7 LITERATURE CONTROL 
 
A literature study was done following the data analysis to determine the merit of 
the research findings. The literature study was guided by the themes identified 
in the interviews and subsequent data analysis. The researcher conducted a 
review of the literature in order to verify the findings. The search included 
professional journals, textbooks, Department of Health guidelines and online 
bases such as Medline. 
 
Literature control was conducted for the purposes of placing the research in the 
context of established knowledge and identification of those results that are 
supported by the literature or that claim a new contribution. 
 
 
 
2.6 TRUSTWORTHINESS 
 
Guba’s model of Trustworthiness of Qualitative Research (Krefting (1990:215), 
was used to ensure the credibility of the study. This model is well developed 
and used extensively in qualitative research situations. This model is based on 
four criteria that allow the researcher to establish trustworthiness; these include 
truth value, applicability, consistency and neutrality. These criteria and their 
strategies will now be discussed. 
 
 
2.6.1 TRUTH VALUE 
 
De Vos et al (2000:349) explain that truth-value is usually obtained from the 
discovery of human experiences as they are lived and perceived by the 
  
informants; it is subject-oriented. Truth-value asks whether the researcher has 
confidence in the truth of the findings for the subjects or informants and the 
context in which the study was undertaken (Lincolin and Guba, 1985 in Krefting, 
1991:215). Strategies to achieve credibility include prolonged engagement, 
reflexivity or reflexive analysis, peer examination and triangulation.  
 
The researcher spent an extended time with the participants in order to achieve 
prolonged engagement while conducting face-to-face interviews. The 
researcher met with the participants in the maternity section in the postnatal 
units prior to the interviews in order to build up relationships with them. The 
interview sessions provided sufficient time to allow participants to verbalize 
freely.   
 
The reflexivity or reflexive analysis refers to the researcher analyzing 
him/herself in the context of the research (Aamodt, 1982 in Krefting, 1991:218). 
The researcher in this study is a registered midwife with midwifery experience. 
She used field notes to record her observations concerning the study. The 
researcher also used a personal journal to document her perceptions regarding 
the research process as well as the feelings and ideas generated from contact 
with the participants and the environment where the PMTCT Programme was 
offered. This assisted the researcher in identifying any existing preconceived 
assumptions. 
 
Peer examination is a method of keeping the researcher honest (Krefting, 
1991:219). The researcher did not discuss the research process and findings 
with impartial colleagues who are experienced midwives in the Primary Health 
Care centres responsible for the implementation of the PMTCT Programme due 
to time constraints. The acquired data was used to formulate additional 
information to be incorporated into the existing guidelines for practising 
midwives in the antenatal clinics. 
 
Triangulation is a method used to achieve credibility by means of the use of 
multiple referents to draw conclusions about what constitutes the truth (Polit and 
  
Hungler, 1995:254). The researcher achieved triangulation by using multiple 
data collection methods such as interviews, field notes and situational 
observation of the facilities used for the provision of the PMTCT Programme in 
the East London Hospital Complex antenatal clinic (Frere site). Data collected 
were analyzed and coded by the researcher and the independent coder for the 
purposes of drawing conclusions about what constitutes the experiences of 
postnatal mothers regarding the PMTCT Programme. 
 
 
2.6.2 APPLICABILITY 
 
Applicability refers to the degree to which the findings can be applied to other 
contexts and settings or to other groups; it refers to how well the threats to 
external validity have been managed (Krefting, 1991:216). The researcher has 
the responsibility of providing sufficient descriptive data to allow comparison. 
 
The researcher endeavored to achieve comparison by choosing the participants 
most representative of the group being researched (Krefting, 1991:220). 
 
The researcher provided dense background information about the 
participants and the research context to ensure that others could assess and 
determine transferability of the findings (Lincolin and Guba, 1985 in Krefting, 
1991:220). 
 
 
2.6.3 CONSISTENCY 
 
Consistency refers to whether the data or findings would be consistent if the 
enquiry were replicated with the same subjects or in a similar context (De Vos 
et al, 2000:350). In qualitative research the key is to learn from the participants, 
not to control them. However, consistency is expected and is defined in terms of 
dependability. Dependability implies a trackable variability by explaining sources 
of variability. Dependability has been achieved by: 
  
• Dense description of research methods: The exact method used for 
data collection, analysis and interpretation has been provided. 
 
• A code–recode method:  This is the process whereby both the 
researcher and the independent coder code the segment of the data 
(Krefting, 1991:221). The researcher provided the independent coder 
with a clean set of interviews to code the data and consensus 
discussions with her and the co-supervisor were held thereafter. 
 
• Peer examination:  This is the process whereby colleagues who are 
experienced and methodological experts checked the research plan, 
process and implementation (Krefting, 1991:221). The acquired data 
were used to formulate recommendations which will be additional 
information into the existing guidelines for the midwives implementing the 
PMTCT Programme in the antenatal clinics. 
 
 
2.6.4 NEUTRALITY 
 
The fourth criterion of trustworthiness is neutrality; this refers to the degree to 
which findings are a function solely of the informants and the conditions of the 
research and not of other biases, motivations and perspectives (Guba, 1981 in 
Krefting, 1991:216). This is quantified by confirmability and is achieved when 
truth-value and applicability are established (Krefting, 1991:217). Confirmability 
was achieved by: 
• An audit strategy compiled by the researcher that allowed an external 
auditor to arrive at a comparable conclusion to that of herself. The audit 
strategy involved compiling records such as field notes, audio recordings, 
analysis notes, coding details, pilot studies, survey instruments and 
proposals. An audit strategy was implemented throughout the study by 
the supervisor, co-supervisor and independent coder. 
 
  
• Reflexive analysis, whereby the researcher analyzed herself in the 
context of the research; the researcher documented perceptions on the 
research process as well as thoughts, feelings and ideas generated from 
contact with the informants (Krefting, 1995:215). 
 
• Triangulation, which is a method used to achieve credibility by means of 
the use of multiple referents to draw conclusions about what constitutes 
the truth (Polit and Hungler, 1995:254); the researcher used a variety of 
methods to gather data such as interviews, field notes, a personal journal 
and situational observation. 
 
 
 
2.7 ETHICAL CONSIDERATIONS 
 
The researcher gave due consideration to ethical principles in this study. These 
principles include the principles of beneficence, respect for human dignity and 
justice (Polit and Hungler, 356-358). These concepts will now be discussed. 
 
The principle of beneficence: This is considered to be the most fundamental 
ethical principle. This principle states that, above all, the researcher should do 
no harm. It encompasses freedom from harm, freedom from exploitation and 
the careful assessment of risk-to-benefit ratio before considering research (Polit 
and Hungler, 1995:356). In this study permission was obtained from the Eastern 
Cape Department of Health, the Eastern Cape Ethics Committee and the 
Advanced Degrees Committee and the Human Ethics Committee of Nelson 
Mandela Metropolitan University. 
 
Respect for human dignity principle: This was maintained by ensuring the 
participants’ right to self-determination or voluntary participation (Polit and 
Hungler, 1995:358). The participants had the right to refuse to participate in the 
study. They also had the right to withdraw from the study at any time without 
fear of coercion. 
  
 
The researcher ensured ethical acceptability of the study by implementing the 
ethical standards of the South African Society for Nurse Researchers; these 
include the quality of the research, confidentiality and anonymity (SASNR, 
1996:74-75). Informed consent was obtained from each participant before data 
collection commenced. When the participant agreed to participate in the study 
she waived the right to confidentiality. Data collected was handled anonymously 
and was used for the research report and not linked to the participant 
personally. Written permission to conduct the research was requested from the 
East London Hospital Complex, the Department of Health of the Eastern Cape 
Province and the Chief Executive Officer of the hospital complex, as well the 
Advanced Degrees Committee and the Human Ethics Committee of the Nelson 
Mandela Metropolitan University. 
 
In order to obtain an informed consent the researcher had to introduce herself 
and explain the purpose of the research and why the study was being done, as 
well as how the information obtained would be used The research proposal was 
submitted to the Department of Health Ethics Committee, Eastern Cape 
Province and the Advanced Degrees Committee and the Human Ethics 
Committee of the Nelson Mandela Metropolitan University for approval (see 
Annexure 4). 
 
The principle of justice: According to Polit and Hungler (1995:362), this 
concerns justice regarding the treatment of participants in research. They have 
the right to fair treatment and the right to privacy. The researcher upheld the 
right to privacy during the research by ensuring that only data necessary to 
reach the research objectives were collected (SASNR, 1996:74). 
 
The researcher endeavored to avoid exposing the participants to physical harm. 
Interviews were only commenced after the researcher had met with the 
participants in order to establish rapport and put them at ease regarding data 
collection. The participants retained the right to withdraw from the study at any 
time, even after data collection, without fear of victimization. If requested, the 
  
researcher promised to provide the participants with the study results at a 
follow-up interview once the research had been completed in order to allow 
them the opportunity of learning from the research (Fox in Noble-Adams, 
1999:960). 
 
 
 
2.8 CONCLUSION 
 
This chapter has provided a full description of the research design and methods 
used. Steps taken to ensure the trustworthiness of data collected have been 
provided, as well as measures taken pertaining to ensuring high ethical 
standards. In Chapter 3, the researcher will discuss data analysis and literature 
control. 
  
 
CHAPTER 3 
 
DATA ANALYSIS AND LITERATURE CONTROL 
 
 
 
3.1 INTRODUCTION 
 
In Chapter 2 the research design and methodology of this study were discussed 
fully. This chapter deals with the analysis of data collected during the data 
collection phase. The data base comprised information gathered through semi-
structured interviews with postnatal women who participated in the PMTCT 
Programme in the East London Hospital Complex (Frere site) and Primary 
Health Care clinics in the Amathole District, field notes made during and 
immediately after the interview session as an aid to enrich data, as well as 
observations made by the researcher during the interview sessions. Field notes 
included a situational observation of the venues use for the implementation of 
the PMTCT Programme.  
 
The results of the findings will now be presented. These include a description of 
the sample used for the study and a presentation of the themes that were 
identified and verified by means of a literature control.  
 
 
 
3.2 PRESENTATION OF THE RESULTS 
 
The researcher conducted a pilot study (see 2.5.6) prior to the commencement 
of the main study. As this presented no challenges, the pilot study was included 
in the sample. Following this, the researcher conducted a further six interviews. 
The interviews were transcribed within 24 hours of the interview period to 
ensure correct recall of information. Observations of the venue/environment 
  
used for the PMTCT Programme were made in order to assess the programme 
in terms of voluntary confidential counselling and testing in the consulting 
rooms, as well as the availability of privacy for confidentiality purposes. Field 
notes were made during and immediately after the interview sessions. 
 
The field notes, transcriptions and information obtained from the situational 
observations formed the database that was analyzed. Data analysis was done 
according to Tesch’s approach of descriptive analysis (in De Vos, 2000:343-
344). Themes and sub-themes emerged. An independent coder verified the 
findings of the analysis. Following this, a consensus discussion was held 
between the researcher, the independent coder and the study supervisor to 
finalise the themes and sub-themes. 
 
 
3.2.1 DESCRIPTION OF THE SAMPLE 
 
The sample comprised postnatal women who had just delivered live babies and 
who were participating in the PMTCT Programme in the Primary Health Care 
Clinics and East London Hospital Complex (Frere site). Seven postnatal women 
who met the eligibility criteria for the study (see 2.5.4) were interviewed. The 
majority of the participants were in their twenties. Age distribution for the 
participants was as follows: 
• 42% were between 20 and 24 years; 
• 29% were between 26 and 28 years; and 
• 29% were between 30 and 31 years. 
•  
All were delivered mothers still in the early days of their puerperium. With 
regard to language, the majority of the participants were fluent in Xhosa while 
some were articulate in English. The interviews were conducted in their 
preferred language of choice. Language distribution was as follows: 
• 57% were fluent in Xhosa; and 
• 43% were fluent in English. 
 
  
3.2.2 Discussion of the Results 
 
The three main themes that emerged are set out with their sub-themes in table 
3.1.  
 
TABLE 3.1 IDENTIFIED THEMES RELATED TO POSTNATAL WOMEN’S 
EXPERIENCES OF THE PREVENTION OF MOTHER-TO-CHILD 
TRANSMISSION OF HIV PROGRAMME 
MAIN THEME SUB-THEMES 
1. The participants ex-
pressed feelings of 
being devastated by the 
results that confirmed 
their HIV positive status 
1.1 Participants expressed feelings of shock, intense 
anxiety, disappointment and sadness when they 
heard the confirmation of the positive diagnosis 
1.2 Due to fears, the participants were not able to 
share the information about the PMTCT 
Programme with the community 
1.3 Participants felt guilty about exposing their babies 
to the HIV virus 
1.4 Participants expressed concern over the care of 
their babies when they were no longer there to 
care for them 
1.5 Mothers expressed the lack of a support system 
for women with a confirmed HIV positive 
diagnosis 
2. The participants ex-
pressed a thirst for 
knowledge on how to 
live with the diagnosis 
and on how to continue 
with the PMTCT 
Programme 
 
2.1 Although the participants reported that they were 
counselled they were so overwhelmed by the 
diagnosis that they could not benefit from all the 
information they were given about the PMTCT 
Programme 
2.2 Participants felt they were given too much 
information too soon, resulting in them being 
unable to internalise the results and information 
2.3 Participants lacked information about the effects 
of the Nevirapine tablets given to the mother and 
Nevirapine syrup given to the baby 
  
MAIN THEME SUB-THEMES 
2.4 Participants expressed that they lacked deeper 
understanding of the follow-up session when 
participating in the PMTCT Programme 
2.5 Participants reported being given all the 
information at one session, with no reinforcement 
of information in follow-up sessions 
2.6 Understanding of the feeding options was 
insufficient 
2.7 Participants reported that the information focused 
on PMTCT but did not tell them how to live with 
HIV/AIDS 
3. The physical environ-
ment where counsel-
ing and testing were 
done, as well as the 
practical arrange-
ments, was not 
conducive to the full 
implementation of the 
PMTCT Programme 
at the antenatal clinic 
3.1 The physical layout of the environment in 
which the participant received counselling 
was not conducive to the provision of the 
PMTCT Programme 
3.2 Privacy and confidentiality could not be 
ensured in the environment 
3.3 The PMTCT Programme does not form part 
of the routine antenatal care 
3.4 As the results of the CD4 count were not 
available immediately after testing, mothers 
had to visit the clinic on another day for the 
results 
3.5 Initial PMTCT counselling during a first visit is 
given to a group of mothers, discouraging 
pregnant women from asking questions or 
participating in the programme 
 
Discussion and interpretation of these themes with their sub-themes will now be 
presented in detail and supported by verbatim quotations from the respondents. 
Information from the field notes and situational observations will be included in 
the discussion.  
  
 
 
THEME 1: THE PARTICIPANTS EXPRESSED FEELINGS OF BEING 
DEVASTATED BY THE NEWS THAT CONFIRMED THEIR HIV 
POSITIVE STATUS (PMTCT PROGRAMME) 
Mothers who participated in the PMTCT Programme were in their postnatal 
period when interviewed. They were able to express their feelings about the 
experiences of the PMTCT Programme, which involves counselling and testing 
to determine the status of the mother before she participates in the programme. 
Knowing the HIV status of the mother is critical for appropriate care during 
pregnancy, labour and the postnatal period. It is vital that nurses advocate HIV 
testing for all pregnant women and all those who are planning pregnancy 
(Cibulka, 2006:60-61).  Participants expressed a variety of feelings and 
emotions, as well as the lack of a support system for women with a confirmed 
HIV diagnosis. These will now be discussed in detail. 
 
 
Sub-Theme 1.1: Participants expressed feelings of shock, intense 
anxiety, disappointment and sadness when they heard 
the confirmation of the positive diagnosis 
Under this sub-theme participants experienced a variety of negative feelings 
that had an impact on their experiences in the PMTCT Programme. Mothers 
experienced shock, anxiety and disappointment due to the results from the 
counselling and the testing process. The participants explained that they were 
counselled and tested on their first antenatal care visit to the clinic. Some 
participants indicated that they had not expected their results to be positive, as 
revealed by the following responses:  
 
“At first I was scared, really scared, shocked and nervous” 
 
“Like I was surprised, shocked as I did counselling and testing before 
and it came up negative” 
 
  
Participants expressed that their overwhelming feelings of shock and anxiety 
had rendered them incapable of benefiting from the counselling process. 
Women do not receive information that meets their needs. The PMTCT 
Programme does not accord with its objectives and is hardly ethically justifiable. 
There is a need for more information, especially concerning voluntary 
counselling and testing (Kvam, Aavitsland, Nilsen and Lystad, 2006:1). 
 
“At first I was very scared, really scared and shocked because I did not 
know what are the implications of being HIV positive to my baby” 
 
Mixed feelings may emerge from the HIV diagnosis that relate directly to the 
emotional, psychosocial, economic and legal implications of this condition. For 
many pregnant women the psychological impact of an antenatal HIV diagnosis 
is similar to that of bereavement, with the additional anxiety about the possibility 
of the HIV being passed on to her child (Blott, Clayden, Foster and Wood, 
2005:12). 
 
The respondents also expressed feelings of being rejected by their family 
members, partners and communities. This contributed not only to their 
reluctance to inform others about the existence of the PMTCT Programme in 
the antenatal clinics but also to the stigmatisation of HIV positive people within 
communities. Participants verbalized the unwillingness of their partners to go for 
counselling and testing and mentioned their refusal to do so when requested. 
These reactions increased the reluctance of the participants to tell their partners 
and families. The participants described this experience as frustrating and 
difficult to handle as it could affect their relationships negatively, as evidenced in 
the following quote: 
 
“I thought can God really do this to me, and how am I going to explain 
this to my husband, my family and to my friends, how am I going to 
explain this to my husband”  
 
  
Harms, Schultzel and Moneta (2005:267) report on a study conducted at 
Nyanza Hospital in Kenya where HIV infected mothers included in the PMTCT 
Programme experienced violence or disruption within their relationships. Iliyasu, 
Aubakar and Aliyu (2006: 1), in a study on the awareness and attitudes of 
antenatal clients towards HIV voluntary counselling and testing, indicated that 
the main reasons for the clients not to disclose their HIV positive status to their 
partners or families were the following:  
• Fear of stigmatisation. 
• Isolation. 
• Effects on marriage security.  
 
According to Blott et al (2005:17), women fear rejection, violence, 
homelessness and being dependent on their partner economically. They may 
be more concerned about bringing shame on their families and/or themselves if 
their diagnosis were to become more widely known, as HIV infection is still 
highly stigmatised in many communities. Disclosure of HIV status to a regular 
male partner in the context of the antenatal HIV testing of pregnant women is 
important for several reasons, such as: 
• The health of the male partner if he is HIV positive and unaware of his 
status. 
• The prevention of ongoing HIV transmission. 
• To ensure that the male partner is aware of the medical and treatment 
issues concerning the foetus (Blott et al, 2005: 17). 
  
Participants expressed feelings of insecurity relating to their partners as they 
were unsure of what the reaction of the latter would be on hearing that they 
were HIV positive. The interviews revealed that participants had mixed feelings 
regarding informing their partners and, according to some of them, this had 
resulted in them not sharing the information with their significant others, namely 
their partners, family members, relatives and the community. One participant 
had managed to inform her partner and had received the assurance that he 
would not desert her because of her HIV positive status. Another had managed 
to disclose her status to her mother. The remaining five respondents were 
  
unable to disclose their HIV positive status to their partners; the following 
quotes reveal the concerns of two of them: 
 
“I thought still Mm … Mm … (shaking her head), I am not going to tell 
him, what if he blames me for this, will he understand that both we do not 
know who brought this deadly disease in the house”    
 
“But … but … (pause) I thought how am I going to relate this to my 
husband, will he accept me, what is going to be the future of our 
marriage” 
 
The matter of being HIV positive may cause considerable distress to newly 
diagnosed women and they may require time and support in coming to terms 
with the situation. A research study conducted in Kenya revealed that mothers 
could not disclose their HIV status to their spouses because they feared for their 
lives, physical beating and discrimination; they indicated that they could even be 
chased out of the house (Moth, Ayayo and Kaseje, 2005).  
 
 
Sub-Theme 1.2: Due to fears, the participants were not able to share the 
information about the PMTCT Programme with the 
community 
Participants could not share the information about the PMTCT Programme with 
their partners, relatives and the community at large. Various reasons were 
mentioned for this by some of them (see sub-theme 1.1). Major reasons 
included fears of rejection, stigmatisation and discrimination as they were 
unsure about the reactions of their partners, families and communities. They 
confirmed that knowledge about this programme in the communities is minimal 
and inadequate. One participant indicated that she had been listening to the 
radio as well as using other means of communication in an effort to equip 
herself for the challenge of being diagnosed HIV positive:  
  
“I have been listening to the radios and TVs about HIV/AIDS … like I 
said, I already had information about this, I did my own research just to 
know more about this” 
 
Other respondents shared as follows: 
 
“… myself I indicated that I heard about this programme for the first time 
when I went to the clinic and unfortunately I never heard anyone talking 
about it and I also never talked about ... but I think most people know 
about it when they have gone to the clinic ...” 
 
“I wish everybody could know about it and what it entails because very 
few mothers know about it as I indicated that I only knew about it when I 
was attending the clinic for pregnant mothers’ 
 
Findings of the study conducted by Moth et al (2005:245) on assessment of 
utilisation of PMTCT services at Nyanza Hospital in Kenya indicated that many 
clients received their first information at the health facility and when they went 
for antenatal services, which indicates that community mobilisation is still 
inadequate with regard to communicating PMTCT information. If women 
obtained information on the PMTCT Programme at community level, antenatal 
clinics could then spend quality time reinforcing such information. 
 
McCoy et al (2002:16), in their report on Interim Findings on the National 
PMTCT Pilot Sites, indicated that many of the PMTCT sites visited commented 
that community education and mobilisation is an important but relatively 
neglected aspect of the PMTCT Programme. Promoting couple testing and 
disclosure, as well as setting up People Living with Aids (PWA) support groups 
for the support of HIV positive women, would maximise coverage of women 
who are voluntary counselled and tested. They further indicated that the extent 
of denial and stigma in the community impacts negatively on the uptake of HIV 
testing in the antenatal clinics (McCoy et al, 2002:16). 
 
  
Sub-Themes 1.3: Participants felt guilty about exposing their babies to 
the HIV virus 
Participants experienced guilt feelings about exposing their babies to HIV 
infection. They mentioned feeling responsible with regard to passing the virus 
on to their infants. The guilt feelings were coupled with disappointment and 
misery as some of their expectations relating to the health of their babies were 
linked to the fact that they were HIV positive. They were more concerned about 
the health of their babies as they were unsure whether they had transmitted the 
virus to their babies or not. Their interest was focused on whether their babies 
would survive the HIV virus or not: 
 
“I am hoping that my baby will survive this” 
 
“Yes sister, my problem was that I have been tested whilst pregnant 
already so I thought of the baby, that how is she/he going to be, what 
kind of life is he going to live … mmh … (still crying) because what I am 
thinking is that he is going to be having problems and be sickly” 
 
The participants’ concerns were supported by the statement indicating that 
mother-to-child transmission of HIV is the main cause of the spread of the HIV 
epidemic in the paediatric population. It is estimated that, to date, three million 
children world wide have been infected by HIV (Meda, Masellati and Van der 
Merwe, 2006:1), mainly through contracting it in utero. Mode of spread for 
mother-to-child transmission of HIV involves many factors including duration of 
rupture of membranes during labour and delivery method, as well as the 
effectiveness of preventive interventions throughout the perinatal period 
(Cibulka, 2006:58). 
 
The participants hoped that their babies would be healthy as a result of the 
Nevirapine syrup given to them after birth. The major concern of each 
participant was the future of her child.  
 
  
The Department of Health’s policy on management of babies indicates that 
infants born to HIV infected mothers should adhere to the following regimen: 
• The routine protocol of Nevirapine syrup. 
• Routine immunisation, except that BCG should not be given until the 
infant is confirmed to be uninfected.  
• Cotrimoxazole must be prescribed for infants born of HIV positive 
mothers. 
• Routine follow up for the babies born of HIV positive mothers is to be 
encouraged for mothers on the PMTCT Programme (Blott et al, 2005:60-
61). 
 
Feeding options need to be endorsed during the postnatal period since the 
importance of this appeared to be a challenge as the majority of mothers could 
not remember why they had to choose between the two options, namely bottle 
feeding and breast feeding. Some participants could not remember the 
information given to them when they received PMTCT counselling. The 
following quote serves to highlight this point: 
 
“The nurse mentioned something about feeding the baby and she said I 
need to decide if I am going to breastfeed the baby or give her a bottle 
and she explains why but mmhh … unfortunately I cannot remember all 
what she said about this feeding” 
 
The mother’s inability to absorb all the information will be discussed under sub-
theme 2.1.  
 
 
Sub-Theme 1.4: Participants expressed concern over the care of their 
babies when they were no longer there to care for them 
The majority of the participants were concerned about who would take care of 
their babies when they were no longer around to do so, as they felt that being 
HIV positive meant that they might die whilst the child was still young. This 
concern was supported by their unwillingness to share the results of the HIV 
  
test with their partners, family members and the community as they indicated 
that disclosing their HIV status would have negative effects on them and their 
babies.  
 
The feelings expressed by the participants were indicative of them not having 
coped with the diagnosis and having concluded that being HIV positive meant 
that they were dying. The participants were neither willing to bring their partners 
to the clinic nor to tell them that they had been tested for HIV. Only one 
participant managed to disclose her status to her partner and was well 
supported by him, but their partners did not show willingness to be counselled 
and tested, as the support from them (partners) would indicate the state of 
readiness in terms of taking the responsibility for the baby if mothers happen to 
die from being HIV positive. 
 
“What is worrying me is to know that I am going to die and I am worried 
about who will take care of my baby when I am not there. I never thought 
my life will be terminated so early because now I know that I am living 
with the virus” 
 
According to analysis of calls to the National Aids Helpline, the most important 
thing about PMTCT is to save the baby and if mothers are not tested the babies 
may die; therefore, more emphasis should be put on educating mothers about 
the importance of testing (Birdsall et al, 2006:9) 
 
 
Sub-Theme 1.5: Mothers expressed the lack of a support system for 
women with a confirmed HIV positive diagnosis 
Clients with a positive HIV result require a lot of support from their family and 
peers. However, most of the participants in this study were very reluctant to 
disclose their HIV positive status because they feared victimisation rather than 
support from health workers, their partners, family members and relatives and 
the community. Lack of support for these mothers whilst participating in the 
  
programme was very likely and this compounded their difficulties in coping with 
the diagnosis. One respondent said: 
 
“I have not been sharing this with anyone, I have not told anyone and I 
do not want to tell any one, as I said when I look at them I do not think 
they will love me anymore, they will hate me and not accept me” 
 
For many HIV positive women the psychological impact of an antenatal HIV 
diagnosis is very traumatic, as indicated by the participants. HIV diagnosis 
during pregnancy may be a profoundly shocking and life-changing experience 
for diagnosed mothers. Blott et al (2005:14) stated that antenatal HIV care 
should be delivered by a multidisciplinary team so that any significant problem 
could be identified early and addressed in the limited time available.  
 
“To be honest I have learnt to accept it now, and I am still struggling 
about how am I going to cope with this whole thing as it putting pressure 
on me to make sure that I do not get more infected and live a healthy 
lifestyle, but the question is as to how” 
 
Peer support by trained peer support workers is an invaluable aspect of 
management of HIV positive pregnant women. It becomes one of the most 
integral components in the process of providing effective antenatal HIV care; 
specially tailored antenatal classes may be worthwhile so that the particular 
issues around HIV and pregnancy can be discussed in an informed, safe and 
supportive environment (Blott et al, 2005:14). 
 
A lack of support systems for mothers confirmed to be HIV positive was a major 
concern for the participants. There was no visible referral system as a sign of 
support to mothers when they were discharged home. 
 
 
 
 
  
THEME 2: THE PARTICIPANTS EXPRESSED A THIRST FOR 
KNOWLEDGE ON HOW TO LIVE WITH THE DIAGNOSIS AND 
ON HOW TO CONTINUE WITH THE PMTCT PROGRAMME 
During data collection the researcher identified that the information on the 
PMTCT Programme was only shared with pregnant women when they attended 
antenatal clinic for the first time. The participants reported that there was no 
indication of reinforcement of the information shared before counselling and 
testing for HIV. The majority of the participants mentioned the fact that they 
could not remember what was said after they were informed about their HIV 
status. Their feelings about the diagnosis, and their response towards it, 
contributed largely to the participants’ inability to internalise the information.  
 
The participants felt that they did not receive information that met their needs. 
There is a need for more information, especially concerning the voluntary 
character of antenatal testing (Kvam et al, 2006: 1). Participants in this study 
expressed being overwhelmed by the diagnosis; they also experienced 
information overload and reported knowledge deficits regarding Nevirapine 
treatment, follow-up sessions, feeding options and living with HIV/AIDS. These 
aspects will now be discussed in detail. 
 
 
Sub-Theme 2.1: Although the participants reported that they were 
counselled, they were so overwhelmed by the diag-
nosis that they could not benefit from all the informa-
tion they were given about the PMTCT Programme 
The participants reported that during voluntary counselling and testing they 
were so overwhelmed by the knowledge that they were HIV positive that they 
found it difficult to absorb what the nurses were saying; they imparted that they 
were unable to benefit from the information shared about the PMTCT 
programme. This left them perplexed about what to do when they returned 
home. The PMTCT intervention programmes require awareness and 
acceptance by the target population and by the communities at large. 
Participants expressed uncertainty about what to do when they were 
  
discharged, except regarding the limited information they had been given 
concerning feeding options. Two respondents commented as follows: 
 
“Like I have said I already had information about this, I did my own 
research, I am an inquisitive person I did my own research just to know 
more about this …”  
 
“Nothing else, now my baby is in the nursery the doctor said they still 
going to check on her … otherwise there is nothing I was told. I am sitting 
her I am just thinking when I was given this pill what is the function of it, 
what is expected after delivery, if I can be pregnant again will it help me 
to protect my baby” 
 
The previous statement indicates that this participant was not sufficiently 
receptive to internalise or absorb all the information related to the programme. 
The participants did, however, showed interest in understanding the information 
given about PMTCT, as they were under the impression that the programme 
would assist them in coping with the situation and in managing their babies.  
 
Responses elicited from an anonymous questionnaire survey conducted in 
Norway on attitudes of pregnant women to routine voluntary antenatal HIV 
testing confirmed that women were given a lot of information at the same time 
regarding PMTCT with the result that it did not meet their needs as they tended 
to forget (Kvam et al, 2006:1). The following quotes confirmed this finding: 
 
“I did say that my understanding of this programme is not that much, like 
now I am still not sure how will I know that this pill has worked for me, 
and I am not sure about myself and my baby … even if in my experience 
I have indicated that I was never told about the action I was just given the 
pill and the nurse said I must keep it what is going to happen thereafter I 
do not know … ooh … ooh”   
 
  
“Even if I did not catch everything, there is a lot that they were saying on 
that day [strongly stated]” 
 
At the time of the interviews the researcher identified that there was no other 
means of disseminating information to communities about PMTCT and it 
appeared that there was no reinforcement of the information given regarding the 
PMTCT Programme to the delivered mothers in the postnatal units. 
 
The PMTCT Programme requires a more proactive approach whereby all 
pregnant women are actively counselled about the benefits of HIV testing. This 
includes providing them and the community members with information about the 
benefits of testing in pregnancy. A pregnant mother may be emotionally 
overwhelmed by receiving an HIV positive diagnosis and not be able to focus on 
relevant discussions that could benefit herself and her baby. This would 
contribute to the inability to recall all the information being shared in the 
antenatal clinics about the PMTCT Programme on the first antenatal visit 
(McCoy et al, 2002: 17). 
 
A study conducted by Moth et al (2005:2) confirmed the fact that many clients 
received their first information at the antenatal clinic which indicates that 
community mobilisation is still inadequate in communicating PMTCT 
information. If clients were to receive the information from the community health 
professionals the latter would have enough time to endorse and reinforce the 
information shared. 
 
 
Sub-Theme 2.2: Participants felt they were given too much information 
too soon, resulting in them being unable to internalise 
the results and information 
Participants believed they were given too much information too soon after 
hearing the results of the test. They indicated that although the information 
given to them by the health professionals was important and beneficial, it could 
rather have been spread across various stages of the PMTCT Programme.  
  
 
The participants indicated the need for proper dissemination of this information 
as it was critical for all mothers, even those who had not accessed an antenatal 
clinic and did not know their HIV status. The researcher observed that on their 
departure from the health service after delivery the mothers were still unsure 
about how to cope with problems related to HIV both with regard to themselves 
and their babies. The participants’ information overload is illustrated by the 
following quotes: 
 
“Even if I did not catch everything, there is a lot that they were saying on 
that day … (strongly stated) as a result I could not remember everything”  
 
“When I got the pill he (male nurse) said I a …. (pause) … mmhh … I am 
not going to take it now I will take it when I am going to the hospital… 
mmhh … Some of the things I cannot remember them well … mmhh … 
he said a lot of things which I cannot remember well” 
 
McCoy et al (2002:19), in the report on Interim Findings on the National PMTCT 
Pilot site, endorsed the fact that there is currently little information on the 
uptake, frequency and regularity of follow-up sessions, which confirms that 
knowledge gaps still exist about what to do when. This report also states that 
many PMTCT sites have recognised that providing ongoing care to mothers and 
children is a formidable challenge.  
 
Participants’ responses in the interviews indicated that they had not internalised 
the steps involved in the programme. The majority of them displayed a lack of 
knowledge on what to do after delivery and they did not mention any guidelines 
to refer to when discharged.      
 
 
 
 
 
  
Sub-Theme 2.3: Participants lacked information about the effects of the 
Nevirapine tablets given to the mother and Nevirapine 
syrup given to the baby 
According to the participants, the PMTCT Programme with its various activities 
was for mothers who came to the clinic for the first time. The health 
professionals would engage them as a group of first time mothers and inform 
them about the programme, which includes voluntary counselling and testing. 
Participants felt that there was a lot of information given to the mothers at one 
time. The majority of the participants mentioned that they had no idea about 
what would happen after delivery; they just indicated that they knew about the 
pill that had to be taken while they were in labour.  
 
In a study conducted on the assessment of utilisation of PMTCT services at 
Nyanza hospital findings confirmed that inadequate information was given 
during counselling sessions and that vast amounts of information were given at 
one time to clients during their first visit to the antenatal clinic resulting in their 
inability to recall all that was shared with them during these sessions; to quote 
one respondent: “There is nothing I was told, sister; it is only the drug that I was 
given to take when labour starts” (Moth et el, 2005:244).  
 
The participants lacked information related to postnatal care and follow-up 
sessions. The mothers also displayed ignorance about the effects of the 
Nevirapine tablet on themselves and their infants; one participant reported that 
her baby was in the nursery but that she did know what was wrong with the 
child except that doctors were attending to her. The women reflected their 
ignorance regarding the effects of the Nevirapine tablets and syrup as follows: 
 
“She told me also about the pill that needs to be in my bag all the time for 
when I am in strong labour then I take it and I kept it in my bag” 
 
“They made mention of the pill that one is given and she has to take this 
when she is to deliver the baby, and thereafter the baby is given some 
  
medicine or “stuff” as well, I am not sure what happens after that, do not 
ask me”  
 
“When I joined the programme I knew about availability of the 
antiretrovirals like Nevirapine, Nevirapine syrup for my baby knowing that 
it can affect my baby, and the feeding options. This made me to really 
think about taking the tablet for the sake of my baby, it prepared me to 
accept my situation although there was not enough information given to 
me as I indicated that my mom did a perfect job in terms of counselling 
me” 
 
The National PMTCT protocol stipulates that pregnant women who are 28 
weeks or more in their gestation be given a tablet of Nevirapine for self-
administration in the event of going into labour. Women are asked to self-
administer Nevirapine because the earlier it is taken during active labour, the 
more effective it will be (McCoy et al, 2002:18). 
 
The study sample comprised postnatal mothers participating in the PMTCT 
Programme and the researcher interviewed them in their postnatal units at the 
stage when the majority of them were ready for discharge. Most of these 
mothers were very uncertain about what to do after taking the Nevirapine 
tablets and being discharged. 
 
In a study conducted by McCoy et al (2002: 18) several PMTCT sites cited 
some difficulties with regard to the administration of Nevirapine syrup due to the 
fact that many women were discharged home before 24 hours had elapsed 
after delivery. The national protocol stipulates that all babies of HIV positive 
mothers are to receive a dose of Nevirapine syrup between 24 and 72 hours 
after delivery. 
 
Most participants reported ignorance regarding the reason for the administration 
of the tablet to themselves and the syrup to their babies. Owing to their 
uncertainty about the effects of the Nevirapine, they expressed major concerns 
  
regarding the health of their babies. They claimed that they were not told about 
it at the clinic. Hence, a knowledge deficit concerning the effects of Nevirapine 
was identified, as well as the concern of some participants about whether their 
babies actually did receive the syrup as this was not communicated to them in 
the postnatal unit. These concerns are reflected in the following quotes: 
 
“Being on the programme it was great help to me as it opened my eyes. 
Some areas of the programme are not clear as I was saying after the 
Nevirapine I am not sure what will be the next step” 
 
“I asked her about the condition of the child if she will be positive or 
what? She explained about the Nevirapine that I need to take at some 
stage of my pregnancy and the pill will provide some kind of prevention 
to the child but not 100% sure” 
 
“Ooh… I think even if this one they did not tell me but I saw my baby 
being given medicine after she was born and when I asked them they 
said it is Nevirapine syrup, What does it do?” 
 
Participants also mentioned that they were unaware of the scope of the 
programme or of the extent of protection provided by the medication. Calls to 
the National Aids Helpline indicate that counsellors receive calls requesting 
information about Nevirapine with regard to how it works its effectiveness and 
its safety (Birdsall et al, 2004:6). Evaluation done on Interim Findings on 
National PMTCT Pilot sites (McCoy et al, 2002:18), indicate that operational 
issues such as explaining about the administration and the effects of Nevirapine 
are important as the majority of women forget to take the tablet when they go 
into labour; it was reported that babies of HIV positive mothers receive 
Nevirapine syrup between 24 and 72 hours after delivery. There are three 
places where the baby is likely to be taken after delivery in order to receive the 
Nevirapine syrup, namely the postnatal ward, nursery or special neonatal 
intensive care unit (McCoy et al, 2002:18).  
 
  
Some participants, due to their lack of knowledge concerning how Nevirapine 
functions, asked the researcher to explain how it works. Some showed minimal 
understanding of the effects of both the tablets and the syrup. 
 
 
Sub-Theme 2.4: Participants expressed that they lacked a deeper 
understanding of the follow-up session when 
participating in the PMTCT Programme 
The participants demonstrated a lack of understanding of the steps related to 
the continuation of the PMTCT Programme. The matter of follow-up sessions 
arose frequently during the interview sessions as it represented a concern of 
the participants regarding what was expected of them after discharge from the 
hospital. The following quote confirms this: 
 
“But I still maintain that some areas of the programme are not clear as I 
was saying after the Nevirapine I am not sure what will be next step” 
 
The researcher met the majority of the participants at their exit point in the 
postnatal unit; they were ready to be discharged home from hospital. At the time 
of the interview some women had no means of obtaining more information other 
than from the antenatal clinic. The following quotes verify this:  
 
“Myself I heard about the programme for the first time when I went to the 
clinic and unfortunately I never heard anyone talking about it and I also 
never talked about it” 
 
“They spoke about feeding the baby and said I need to choose if I am 
going to breastfeed or bottle feed because they said if I am breastfeeding 
the baby I need to breast feed only and not to give the baby anything 
else to eat, but now I am struggling to feed her with a cup … I think its 
those things but I do not know what is expected of me after I have gone 
home what do I need to do as I cannot remember anything else” 
 
  
Kvam et al (2006:1), in a study conducted on attitudes of pregnant women to 
routine voluntary antenatal HIV testing, indicated that women did not receive 
information that met their needs, the PMTCT Programme did not accord with its 
objectives and that there was a need for more information. 
 
A study conducted by Iliyasu et al (2006:1) on awareness and attitudes of 
antenatal clients towards HIV voluntary counselling and testing showed that, 
although the awareness of voluntary counselling and testing for HIV was quite 
high, most antenatal clients harbouring positive attitudes towards it mentioned 
the need to intensify education in order to convince mothers who were still 
ignorant about the steps involved in the PMTCT Programme. 
 
McCoy et al (2002:19), in their Interim Findings on the National PMTCT Pilot 
sites, indicated that currently there is little information on the uptake, frequency 
and regularity of follow-up visits; challenges in providing follow-up care include: 
• Poor access to health facilities due to long distances and a lack of 
affordable transport; 
• poor patient records which make it difficult to maintain continuity of care; 
• long waiting times; and  
• patient mobility in and out of the sites (McCoy et al, 2002:19). 
 
Participants confirmed that they could not recall some of the information shared 
on mother-to-child transmission of HIV and PMTCT after counselling and testing 
for HIV. The majority of them could only recall health workers mentioning 
feeding options as part of the PMTCT Programme and a few of these lacked 
insight into the necessity of making a choice regarding feeding when diagnosed 
HIV positive. 
 
 
Sub-Theme 2.5: Participants reported being given all the information at 
one session, with no reinforcement of information in 
follow up sessions. 
  
Participants felt that there was a need for regular reinforcement of the 
information given to them to promote deeper understanding of the PMTCT 
Programme. They believed that they were given too much information to soon 
after receiving the test results. A suggestion concerning establishment and 
utilisation of a support group for the continuity of care was mentioned in one 
interview session.  
 
The National PMTCT protocol, as mentioned in the Interim Findings on the 
National PMTCT Pilot site, clearly stipulates that care must extend beyond the 
point of delivery for both mother and child; all women are encouraged to attend 
postnatal check-ups from 3-14 days after discharge and further visits are 
recommended every two weeks in the first month and once a month thereafter 
(McCoy et al, 2002: 18) 
 
The following quotes substantiate the need for reinforcement of the information 
in follow-up sessions: 
 
“But I still maintain that some areas of the programme are not clear as I 
was saying after the Nevirapine I am not sure what will be the next step” 
 
“Right now I do not know what is the next step from here…” 
 
“The nurse mentioned something about feeding the baby and she said I 
need to decide … Mmhh … Mmhh unfortunately I cannot remember all 
what she said. Do you perhaps know other stuff related to this HIV/AIDS 
thing which you can tell me?” 
 
The participants felt that the information given was not assisting mothers to 
cope with the situation of being HIV positive and pregnant, nor was it helping 
them to understand fully the PMTCT Programme. There was not enough time to 
consolidate the information given at the clinic and there were no visible follow-
up sessions. Mothers were, therefore, dependent on information given at the 
first time antenatal clinic visit and on any unstructured information such as that 
  
obtained by listening to the radio (for those who have radios). One participant 
shared as follows: 
 
“But as I indicated that I am not sure what is exactly going to happen 
after this syrup but I think that may be I will be told before I go home” 
 
This study has revealed serious gaps in the implementation of the PMTCT 
Programme and indicated the critical need to provide information and raise 
levels of awareness with regard to PMTCT. The gaps revealed included 
ignorance on the part of the mothers regarding where to go after discharge from 
the postnatal units. Mothers were discharged home without appropriate 
guidance about where to go and when; there was also no indication of any 
written guidelines that could be given to them on discharge for reference 
purposes once they were home and able to read them in a relaxed atmosphere. 
 
Participants alluded to the fact that, were written guidelines available, these 
would assist them in managing themselves whilst participating in the 
programme. The trauma experienced by women after being diagnosed HIV 
positive requires that they be given time to internalise the situation, including all 
of the steps involved in the PMTCT Programme. The associated shock and 
misery can affect their normal mindset and render them incapable of 
assimilating information. 
 
A study conducted by Moth et al (2005:2) on assessment of the utilisation of 
PMTCT services at Nyanza Hospital in Kenya revealed that drop-outs were 
noted throughout the different stages of the PMTCT Programme; however, the 
withdrawal rate was massive at the time of the HIV test, at enrolment and during 
the postnatal period. The following reasons cited by mothers in this study led to 
the PMTCT Programme not taking off effectively: 
• Long queues in the voluntary counselling and testing sites. 
• Fear of being positive. 
• An unsupportive spouse. 
• Ill health. 
  
• Lack of information on what to do during the postnatal period except for 
the feeding options for the baby. 
 
Means need to be provided to ensure that information given is reinforced by the 
health workers. This statement further confirms the need for written guidelines 
for mothers to take home on discharge. 
 
 
Sub-Theme 2.6: Understanding of the feeding options was insufficient 
When asked by the researcher about information provided at the clinic, the 
participants alluded to being told about feeding options. However, they lacked 
understanding of the rationale regarding the necessity of making choices when 
it came to feeding their babies. Some of the mothers indicated that they had 
already chosen to bottle feed their babies because they had heard ‘somewhere’ 
that mother-to-child transmission of HIV can occur through breast feeding. 
 
According to the protocol for providing a comprehensive package of care for the 
Prevention of Mother-To-Child Transmission of HIV in South Africa, 
interventions to prevent mother-to-child transmission include establishing safe 
infant feeding practices, this include where safe and adequate formula feeding 
is possible, where ongoing support for the mother and monitoring of an infant is 
available formula feeding is the principle recommended method of feeding 
(National Department of Health, 2001:35). From the perspective of reducing 
postnatal HIV transmission, all HIV positive women should be encouraged and 
supported to provide exclusive formula feeding; the longer a woman breast 
feeds, the higher the chance of transmitting HIV to her child (McCoy et al, 2002: 
29). 
 
United Nations Children’s Fund (2006:2-3) further stipulates that during the first 
two months of life a bottle fed baby is nearly six times more likely to die from 
diarrhoeal, respiratory or other infections than a breast fed child, mostly due to 
the use of unclean bottles and contaminated water in mixing the formula. 
Strategies for decreasing the risk of HIV infection include shortening the 
  
duration of breast feeding to the first six months of life and preventing and 
promptly treating breast problems and sores/thrush in the infant’s mouth. 
Reducing the length of breast feeding from two years to six months alone can 
reduce the risk of HIV transmission by two thirds. 
 
Some of the mothers were ready to choose a type of feeding for their babies. 
Some were advised by the hospital to cup feed their babies to limit susceptibility 
to infection from the bottles but were experiencing difficulties in coping with this 
method. Participants were also advised to avoid mixed feeding as this could 
increase the onset of gastro-intestinal and respiratory infections. Only one 
participant had a hazy understanding of why feeding had to be either via the 
breast or the bottle but not both. Participants commented as follows: 
 “Mmhh…ja… they said something about bottle feeding eroding the 
whatever of the baby’s mouth so if I bottle feed the baby I must bottle 
feed right away and not mix it with breast milk” 
 
“They said something about the feeding process for the baby that I must 
not mix the feeds that is if I am breast feeding it must be breast feeding 
only and if I am bottle feeding it must be bottle feeding only … they said 
something about bottle feeding eroding the whatever of the baby’s 
mouth” 
 
The observation of the researcher was that feeding options for the infants were 
the concern of the clients and, as a result of the information sharing session 
during the antenatal period, they managed to assimilate some information 
regarding the aspect of breastfeeding as their concern was around the future of 
the child. This was taken as a strategy to save their babies from mother-to-child 
transmission of HIV, as one participant shared: 
 
“I took the decision that I will manage to buy him milk so let me not 
breast feed him so that my baby can survive the virus especially if he 
hasn’t got it yet, let me not transfer it from the breast milk” 
 
  
Muko KN, Tchangwe GK, Ngwa VC and Njova L (2004:13), in a study 
conducted on preventing mother-to-child transmission entitled “Factors affecting 
mother’s choice of feeding”, indicated that successful implementation of the 
PMTCT Programme is highly dependent on the choice and effective 
implementation of an appropriate feeding regimen. Breast-feeding is an 
important route of mother-to-child transmission of HIV. 
 
 
Sub-Theme 2.7: Participants reported that the information focused on 
PMTCT but did not tell them how to live with HIV/AIDS  
According to the participants, the information given to them focused on PMTCT 
and did not prepare them to cope with the diagnosis of being HIV positive. This 
came as a shock to the majority of them as they were being counselled and 
tested for the first time. One participant indicated that she had information about 
HIV/AIDS although it was not sufficient for her to continue with the programme. 
She indicated that she did her own research on the disease and made use of 
the information on HIV/AIDS obtained from the media, namely radio and 
television. Participants spoke about this aspect as follows: 
 
“My main concern was the fact that I never heard them talking about 
protection of mothers; they were stressing the prevention of mother-to-
child transmission of HIV only” 
 
“As I have been tested and found to be having this virus is there any 
other help that would be there to assist for me to cope” 
 
Participants welcomed the opportunity of learning more about HIV/AIDS. The 
majority of them were interested in being assisted to live longer as the diagnosis 
posed a threat to them and they feared dying and leaving the baby behind. 
 
According to the researcher’s observations, the information given to the 
mothers on their first antenatal visit focused on provision of the PMTCT 
Programme rather than on how to live with the HIV virus. Some participants 
  
lacked knowledge concerning how to live with the virus without developing 
AIDS. 
 
Some participants expressed the desire or need for a support group to assist 
them in coping. One participant mentioned that this idea was suggested during 
an information sharing session at the clinic. However, other participants 
repudiated this idea as they felt that it would expose their HIV status, which 
most them were not ready to disclose to their partners or close relatives.  
 
Thirst for information was confirmed by Birdsall et al (2006:13) in an article 
entitled “Prevention of Mother-To-Child Transmission of HIV in South Africa: 
Analysis of calls to the National Aids Helpline” in which counsellors reported 
receiving calls from individuals requesting basic information about various 
aspects of mother-to-child transmission of HIV, indicating that a key message 
that needs to be conveyed around mother-to-child transmission is the steps 
involved in the provision of the PMTCT Programme. 
 
 
 
THEME 3: THE PHYSICAL ENVIRONMENT WHERE COUNSELLING AND 
TESTING WERE DONE, AS WELL AS THE PRACTICAL 
ARRANGEMENTS, WAS NOT CONDUCIVE TO THE FULL 
IMPLEMENTATION OF THE PMTCT PROGRAMME AT THE 
ANTENATAL CLINIC 
Key factors in the success of the PMTCT Programme include adequate 
counselling and well equipped rooms where privacy can be ensured, availability 
of key personnel in ensuring full assessment of the mothers at the clinic and the 
support required by the mothers during the implementation of the programme. 
The physical environment where the programme was offered at the East 
London Hospital Complex antenatal clinic (Frere site) was not conducive to the 
full cooperation of the mothers in the programme. Privacy and confidentiality 
were seen as challenges as the mothers were not counselled and tested in the 
  
rooms used for antenatal examinations but were sent to another consulting 
room for these procedures. 
 
Non-participant observation indicated that the arrangement of the consulting 
rooms for counselling and testing in the antenatal clinic was not suitable for 
privacy and confidentiality as they were only separated by cloth screens and 
subjected to interruptions as they opened into a main passage. The short time 
spent on counselling and testing for most of the mothers confirmed the 
unsuitability of the environment. Data that emerged in this theme included 
problems regarding the physical layout of the environment, lack of privacy and 
confidentiality, non-inclusion of the PMTCT Programme in routine antenatal 
care, delays in obtaining CD4 count results and a group approach to initial 
PMTCT counselling. Each of these aspects will now be discussed in detail. 
 
 
Sub-Theme 3.1: The physical layout of the environment in which the 
participant received counselling was not conducive to 
the provision of the PMTCT Programme 
During data gathering the researcher observed the physical layout of the 
consulting room for counselling and testing in the antenatal clinic and concluded 
that this was not conducive to the provision of the PMTCT Programme. The 
following were aspects identified as requiring attention:  
• Situation of the counselling room: The room used for counselling and 
testing purposes was not attached to the main antenatal clinic; the fact 
that it was separate from the main antenatal clinic interfered with the 
process of integrating the PMTCT Programme into routine antenatal 
services; 
• Size of the counselling room: The small size of the room posed a 
challenge. If large numbers of mothers were to require testing it could 
result in congestion and a long waiting period. There was a waiting room 
and one room for counselling purposes. 
• Confidentiality and privacy: Compromising of confidentiality and 
privacy was a potential problem as the door to the consulting room was 
  
in the main Maternity passage; the same door was utilised for both 
entrance and exit. 
• Layout of the antenatal consulting rooms: The layout of the antenatal 
consulting rooms was not conducive to the offering of the PMTCT 
Programme as the rooms were divided by cloth screens and the lack of 
soundproofing contravened the need for privacy and confidentiality. 
• Lighting: Lighting presented a challenge because, although the lighting 
in the foyer (which was used as a waiting room) was good, the rest of the 
rooms were dependent on fitted lights (fluorescent light) only. The one 
small window in the consulting room only allowed limited light entry. 
• Ventilation: The facility comprises one room (the waiting room) with two 
small rooms leading off of it, one of which is used for counselling and 
testing purposes and the other as a storeroom; as there is only one door 
that opens into the main passage, ventilation is very poor. 
• Seating arrangements: Mothers coming for counselling and testing are 
accommodated in the waiting room along with those who have been 
counselled and tested; this arrangement not only compromises privacy 
but also contributes to the very slow rate at which they are 
seen/counselled and tested, which also contributes to the low numbers of 
mothers participating in the programme. 
• Posters: Posters displayed in the counselling and testing room and the 
antenatal consulting rooms do not provide full information concerning the 
steps to be followed when participating in the PMTCT Programme. 
 
The researcher observed that the location of the counselling and testing 
facilities created resistance in the mothers wishing to participate in the PMTCT 
Programme. Some participants indicated that creating community awareness of 
this programme has been difficult as they feared that their HIV positive status 
would be revealed.  
 
In order to maintain confidentiality it is essential that information regarding the 
client’s HIV status remains between her and the counsellor, therefore privacy in 
the counselling room is vital. In order to ensure adequate privacy the 
  
counselling room needs to be enclosed by walls reaching to the ceiling. Only 
the counsellor and the client are expected to be in the room and sessions may 
not be interrupted (Moth et al, 2005:246). 
 
Inadequate physical space and privacy have hampered the ability to provide 
adequate counselling and HIV testing services, as well as intrapartum 
(childbirth) care in many facilities (McCoy et al, 2002:3). The physical layout of 
the environment contributes to the uptake of voluntary counselling and testing. 
Clients who had come for counselling and testing were sharing the same room 
with those who had come for their CD4 count results; this was another 
challenge observed by the researcher regarding the suitability of the 
environment for the provision of the PMTCT programme. 
 
Non-participant observation reflected that some categories of staff were not 
allocated to the facility permanently. The counselling and testing facilities did 
not have a fulltime medical doctor as required if the programme was to be 
offered effectively and efficiently; there were only part-time doctors who visited 
the clinic at pre-determined times or when requested to do so. According to 
McCoy et al (2002:2) in the Interim Findings on the National PMTCT Pilot Sites, 
human resources were to be the bed-rock of a well-functioning health system 
and PMTCT site. Personnel needed to be adequate in terms of quality and 
quantity.  
 
According to Birdsall et al (2006:4-5) in their analysis of calls to the National 
Aids Helpline, a number of economic, social and political barriers exist in the 
uptake of PMTCT services, particularly in developing countries. The antenatal 
care infrastructure in some developing countries is not sufficiently widespread 
or developed to provide an effective platform for delivering PMTCT services and 
there is continuous lack of privacy in some sites, which has proved to be an 
obstacle in providing effective counselling and testing. 
 
 
  
Sub-Theme 3.2: Privacy and confidentiality could not be ensured in the 
environment 
Ultimately, the counselling and testing environment was not conducive to the 
provision of privacy and confidentiality as the layout indicated clearly the reason 
for a client’s attendance. Inadequate counselling and testing facilities affected 
service utilisation as participants did not return for reinforcement of the 
information; the environment in the counselling rooms was inadequate, resulting 
in stigmatisation and discrimination. Sharing the same room with those who had 
come for their CD4 count results confirmed that the environment was not 
conducive to the provision of counselling and testing. 
 
One of the participants indicated that she was advised to check her blood for 
CD 4 count and the results were to be checked later. The separation of the 
facility from the main antenatal clinic could result in stigmatisation of the 
disease. The set up of the counselling services compromised the privacy and 
confidentiality of the whole process of the PMTCT Programme. Participants 
confirmed during their interviews that there were difficulties relating to sharing 
experiences with the rest of the community, as by doing this they felt they would 
be disclosing their HIV status. The following quote confirms this: 
 
“Myself, as I have indicated that I heard about the programme for the first 
time when I went to the clinic and unfortunately I never heard anyone 
talking about it and I also never had chance to talk about it. I think the 
mere fact the you are seen going to that room makes one to be nervous 
because when you are coming out they are looking at you and tell 
themselves that your face shows. It becomes like they sees beyond your 
facial expression. So it was difficult to know what other people are saying 
about the programme but I think most people know about when they 
have gone to the clinic if you have not been you are unfortunate”  
 
In a study conducted by Moth et al (2005:3) in a provincial hospital in Kenya, 
privacy and confidentiality were also inadequate in counselling rooms; non-
participant observation indicated partially closed doors and interruptions by 
  
other care providers during counselling sessions. This violates clients’ rights to 
confidentiality during counselling in that counselling information should remain 
between the counsellor and counselee only.  
 
Privacy and confidentiality are major considerations in providing the PMTCT 
Programme in the antenatal clinic. In a study conducted on assessment of 
utilisation of PMTCT services at Nyanza Provincial Hospital in Kenya a client 
was recorded as saying “I was lucky to have a non reactive HIV result while 
other mothers were angry because HIV result turned to be positive”; this 
confirmed that privacy and confidentiality were inadequate as other clients knew 
the HIV results of their peers (Moth et al, 2005:247). 
 
 
Sub-Theme 3.3: The PMTCT Programme does not form part of the 
routine antenatal care 
Although they were in the same vicinity, rooms for counselling and testing were 
separate and set aside from the main antenatal clinic. Clients had to leave the 
latter facility to reach the former. From the researcher’s observations, this posed 
a threat to the participants in that it further stigmatised HIV and could have 
resulted in discrimination against them. Even the staff working in the counselling 
and testing rooms did not form part of the antenatal clinic personnel 
complement. This kind of set up endorsed the fact that these were viewed 
operationally as two different units; hence, when clients were referred to the 
counselling rooms they felt that it carried some kind of stigma and 
discrimination. Research conducted in Kenya by the US Agency for 
International Development (2003:1) on Integrating Prevention of Mother-to-Child 
Transmission into existing African Health Care Systems revealed that findings 
to date indicated that effective integration of antenatal services into existing, 
already overburdened health services was the key focus. 
 
Inadequate counselling services delivered to clients (including the lack of 
privacy) were found to affect services utilisation. Clients only made use of 
counselling services once during their first visit and not on subsequent visits, 
  
irrespective of their HIV status, suggesting limited rapport between providers 
and clients (Moth et al, 2005:245). Non-participant observations reflected that 
personnel in the counselling and testing facility were inadequate. This was 
observed to be another factor contributing to the non-conducive environment.  
 
The PMTCT Programme is not offered as a routine antenatal care exercise in 
the East London Hospital Complex (Frere site) as it only targets women visiting 
the clinic for the first during this pregnancy and those who have volunteered for 
counselling and testing. Observations reflected that only consenting mothers 
were given the opportunity to participate in the PMTCT Programme. Most 
clients were missed as the process did not target all antenatal clients but 
focused on mothers who were attending the clinic for the first time in their 
pregnancy. 
 
According to Birdsall et al (2004:2), in many countries antenatal HIV screening 
is available on an opt-in basis as part of the antenatal care, meaning that 
women are offered the option of an HIV test and must give consent for the test. 
As the epidemic has spread and in an effort to increase Voluntary Counselling 
and Testing, some experts have called for HIV screening to be offered to 
pregnant women on an opt-out basis, meaning that an HIV test would become 
an antenatal routine unless a woman actively refused to be tested. 
 
 
Sub-Theme 3.4: As the results of the CD4 count were not available 
immediately after testing, mothers had to visit the clinic 
on another day for the results 
Some participants indicated that the availability of the results of the CD4 count 
had presented a challenge for them as these were not available immediately 
after testing and they had to return to the counselling and testing clinic for the 
results. According to some, this was inconvenient due to financial constraints. 
One participant said: 
 
  
“The nurse told me that I need to do CD4 count in order to determine the 
level of the virus but I will have to come back on another day … I think 
she mentioned Thursday if I’m correct for results as they are not out on 
the same day”  
 
According to Blott et al (2005:3) in “Guidelines for the management of HIV 
infection in pregnant women and the prevention of mother-to-child transmission 
of HIV”, there is a close linear correlation between maternal viral load and risk 
of mother-to-child transmission of the HIV virus, therefore viral load is an 
important determinant of transmission. CD4 counts and clinical disease stage 
have been shown to have an association with risk of transmission. The level of 
viral load should be determined by doing a CD4 count during pregnancy to 
determine the risk of transmission of the HIV virus to the child, and to determine 
if the woman qualifies for antiretroviral therapy if her count is less than 200 
cells/mm. 
 
 
Sub-Theme 3.5: Initial PMTCT counselling during a first visit is given to 
a group of mothers, discouraging pregnant women 
from asking questions or participating in the pro-
gramme 
It became evident that PMTCT counselling and testing were offered to groups of 
mothers attending antenatal clinic for the first time, which meant that they were 
dealt with as a group during information sharing sessions. According to the 
researcher’s observations, this discouraged mothers from asking questions. 
Some of them dropped out during this stage as they were led to understand that 
the clinic enrolled only those who consented to counselling and testing. This is 
confirmed by the following quotes: 
 
“…I am sure most of us as mothers we hear about it when you go to the 
antenatal clinic for the first time” 
 
  
“… as I indicated that I wish everybody could know about it, and what it 
entails because very few mothers know about it as I indicated that I only 
knew about it when I was attending the clinic for pregnant mothers… so 
which means I am still waiting for more to be said for me to be able to 
cope at home” 
 
The layout of the clinic, the size of the room used for information-giving to 
mothers and the nature of the counselling and testing rooms were viewed as 
contributing factors in mothers not asking follow-up questions. During interviews 
it was also noted that participants lacked a clear understanding of some of the 
steps involved in the programme; they also appeared to be uninformed about a 
referral system to either the Primary Health Care clinics or to the hospital for 
further management of their condition. 
 
The physical layout of the counselling and testing facility contributed to time 
spent by counsellors when conveying information about the programme, whilst 
women indicated that they got the information from the antenatal clinic. The 
arrangements in the facility imposed time constraints on counselling resulting in 
the women exhausting themselves in terms of seeking clarity about the PMTCT 
Programme. According Moth et al (2006:245) in the study conducted in Nyanza 
Hospital in Kenya on assessment of utilisation of PMTCT services, counsellors 
spent less time in conveying the message about the PMTCT Programme to the 
clients due to a variety of reasons, including long queues and waiting periods; 
the survey indicated that clients depended mainly on information given at health 
facilities they attended for antenatal services. 
 
As initial information sharing about the PMTCT counselling and testing was 
done in an open room (antenatal clinic waiting room) it presented challenges for 
mothers regarding engaging the health care providers in some kind of 
discussion. Time spent in the counselling and testing rooms could also be seen 
as intimidating for those mothers who had volunteered to undergo these 
processes for the purposes of participating in the PMTCT Programme. 
 
  
The seating arrangements in the waiting room of the counselling and testing 
room were seen as threatening to the mothers waiting to be counselled and 
tested as there was only one door used for both entrance and exit. The waiting 
room arrangements were also observed as pressurizing to the client in the 
counselling and testing room as she was aware of the queue waiting outside. 
 
 
3.3 SUMMARY OF THE FINDINGS 
 
Some of the themes that emerged confirmed the need for the study to be 
conducted. The following themes were identified in the study:  
• The participants expressed feelings of being devastated by the results 
that confirmed their HIV positive status. 
• The participants expressed a thirst for knowledge on how to live with the 
diagnosis and how to continue with the PMTCT Programme. 
• The physical environment where the counselling and testing were done, 
as well as the practical arrangements, was not conducive to the full 
implementation of the PMTCT Programme at the antenatal clinic. 
 
Experiences of mothers relating to the PMTCT Programme indicated various 
emotional feelings related to the HIV positive diagnosis, gaps that need to be 
filled in the provision of the programme in the Primary Health Care clinics and 
East London Hospital Complex antenatal clinic (Frere site) and the need for the 
programme to be incorporated into the routine antenatal services to minimise 
stigmatisation and discrimination on the part of those mothers who participate in 
it. 
 
 
 
3.4  CONCLUSION 
 
This Chapter addressed phase one of the research study. The data were 
analyzed and described by means of themes that were verified through 
  
literature control. In Chapter 4 the researcher will cover phase two of the 
research study, which involves development of additional information for 
inclusion into the existing guidelines for midwives implementing the PMTCT 
Programme in the health services in order to ensure optimal implementation of 
the programme. References from literature will verify the formulated guidelines. 
The researcher will conclude with limitations identified during the study and 
conclusions drawn from the data described in Chapter 3. 
  
CHAPTER 4 
 
CONCLUSIONS, RECOMMENDATIONS AND LIMITATIONS 
 
 
 
4.1 INTRODUCTION 
 
In Chapter 3 the researcher discussed the data that were analyzed and verified 
by means of a literature control. In this chapter conclusions based on the 
findings of the data analysis have been drawn. Recommendations for midwives 
will be formulated from the study database. These will be described as 
additional information for inclusion in the existing guidelines for midwives 
implementing the PMTCT Programme in the health services in order to ensure 
its optimal implementation. 
 
 
 
4.2 OBJECTIVES OF THE STUDY 
 
The objectives of the study were to: 
• Explore and describe postnatal women’s experiences of the PMTCT 
Programme offered in the East London Hospital Complex (Frere site). 
• Propose recommendations into the existing guidelines for midwives who 
implement the PMTCT Programme in the health services to ensure 
optimal implementation of this programme. 
 
These objectives have been accomplished as the experiences of the postnatal 
mothers have been explored and described. The second objective pertaining to 
formulating additional information into the existing guidelines for midwives who 
implement the PMTCT Programme in the health services to ensure optimal 
utilisation of the programme will be dealt with in this chapter. 
 
  
 
 
4.3 CONCLUSIONS 
 
The researcher drew the following conclusions from the data analysis. 
 
 
 
4.3.1 IMPLEMENTATION OF THE PMTCT PROGRAMME IN THE 
HOSPITAL 
 
Environmental aspects impacting on the implementation of the PMTCT 
Programme included the following: 
• Privacy and confidentiality: According to the field notes, there was a 
lack of privacy and confidentiality in the environment where counselling 
and testing were done. The rooms were inadequate for the purposes for 
which they were being used. The environment where the PMTCT 
Programme was offered was, thus, not conducive to the effective and 
efficient provision of the programme. The physical layout of the 
consulting rooms used for voluntary counselling and testing discouraged 
client use of the service. Privacy and confidentiality were compromised. 
Only one door was available to enter and exit the rooms. A further 
challenge lay in the fact that all clients used the same waiting room 
irrespective of their reason for attendance; some were there for initial 
voluntary counselling and testing and others for CD4 count results. 
 
• Time delays: The process of participating in the PMTCT Programme 
was time consuming for the mothers due to: 
§ Queuing: There were only two registered nurses responsible for 
testing and two lay counsellors responsible for counselling in the 
testing and counselling rooms. 
  
§ Another delay experienced by the clients are the long queues 
outside the counselling and testing rooms which were 
discouraging mothers from participating in the programme.  
§ CD4 count results: Blood testing for CD4 counts was a challenge 
for mothers as they had to return at a later date for the results. 
 
• Positioning of the PMTCT Programme:  The PMTCT Programme did 
not form part of the routine antenatal service at the East London Hospital 
Complex (Frere site): Maternity section. Utilisation of the service 
depended on whether as a pregnant woman was attending the clinic as a 
first time mother. 
 
 
4.3.2 MANAGEMENT OF EMOTIONS 
 
Emotional feelings associated with the PMTCT Programme included the 
following: 
• Feelings related to an HIV positive diagnosis: An HIV positive test 
result evoked feelings of shock, intense anxiety, disappointment and 
sadness. Some participants said that the diagnosis left them feeling 
traumatised, while others verbalized concerns related to the fear of 
exposing their babies to the virus and even expressed concern over the 
care of their babies when they were no longer there for them.  
 
• Emotional, psychological and sociological neglect: According to the 
participants, health professionals focused mainly on informing mothers 
about the PMTCT Programme and neglected to help them to cope with 
the emotional, psychological and sociological aspects of being HIV 
positive. 
 
• Disclosure of HIV positive status: Sharing the results of voluntary 
counselling and testing with their partners, families and communities 
presented a challenge for the majority of the participants, especially as 
  
they received no guidance regarding how to do this. They were also wary 
of disclosing their HIV positive status due to fears of stigmatisation and 
discrimination and felt unsupported after deciding against doing this. 
 
• Formal support systems: There was no indication of the availability of 
any formal support systems for mothers who had been diagnosed HIV 
positive as the majority of them had no idea what to do, where to go or to 
whom they could talk to and get support from following discharge from 
hospital. 
 
 
4.3.3 INFORMATION SHARING ON THE PMTCT PROGRAMME 
 
Inadequate information sharing associated with the PMTCT Programme 
included the following issues: 
• Lack of knowledge: There was lack of knowledge regarding: 
- How to live with the HIV positive diagnosis.  
- How the Nevirapine tablet and Nevirapine syrup functioned. 
- The effects and side effects of the Nevirapine tablet and 
Nevirapine syrup. 
Antenatal clients who had undergone counselling and testing were not 
sufficiently prepared to cope with the diagnosis. They were not given 
health education on HIV and felt ill equipped to take full responsibility for 
their babies whilst participating in the programme. Clients were not given 
written guidelines on discharge for the purposes of reinforcement of the 
information they had been given. 
 
• Information overload: The amount of information given to the 
participants during both pre- and post-counselling was excessive and 
there was insufficient time to internalise it all. This impeded the 
dissemination of information on the availability of the PMTCT Programme 
to the communities. 
 
  
• Tailoring of information: There appeared to be no tailoring of 
information to meet the specific needs of the mothers attending the 
antenatal clinic. The process of health education did not allow time for 
asking questions and familiarizing themselves with the information. The 
emphasis was on taking the Nevirapine pill (not on its effects) rather than 
on the expectations surrounding participation in the PMTCT Programme. 
The focus groups at the antenatal clinic comprised of clients attending 
the clinic for the first time. There was no indication of any follow-up on 
subsequent antenatal visits and on how the client was coping with the 
HIV positive diagnosis. 
 
 
4.2.4 COMMUNITY AWARENESS 
 
Information sharing associated with community awareness included: 
• PMTCT Programme: According to what the participants were 
verbalising, the level of knowledge about the PMTCT Programme in the 
community presented a considerable challenge as most of the mothers 
indicated that they had heard about the PMTCT Programme for the first 
time when they attended the antenatal clinic. Other means of 
disseminating information on the PMTCT Programme have not yet 
managed to infiltrate into the communities. 
 
• Community awareness programmes: According to the participants, 
there were no community awareness programmes on the PMTCT 
Programme. Participants said that they had heard about the programme 
when they attended the antenatal clinic for the first time. 
 
 
 
4.4 RECOMMENDATIONS FOR MIDWIFERY PRACTICE 
 
  
Recommendations will now be made in accordance with the aforementioned 
conclusions. These recommendations will be set out in the form of additional 
information into the existing guidelines for midwives implementing the PMTCT 
Programme in the antenatal clinics: 
 
 
4.4.1 CLINICAL RECOMMENDATIONS 
 
• Implementation of the PMTCT Programme in the clinical setting: 
Facilities for the provision of voluntary counselling and testing in the 
antenatal clinic require restructuring. They require expansion and full 
integration into the existing antenatal services. Increase in the utilisation 
of counselling and testing facilities by ante- and postnatal clients needs 
to be encouraged by midwives. According to the US Agency for 
International Development, mother-to-child transmission of HIV can be 
managed through the expansion of high quality antenatal, delivery and 
postpartum care, as well as voluntary and confidential HIV counselling 
and testing facilities (USAID, 2006:1). 
 
• Positioning of PMTCT Programme sites: In the provision of the 
PMTCT Programme, infrastructural problems have been mentioned as 
one of the biggest challenges. The PMTCT Programme site is of crucial 
importance with regard to the maintenance of confidentiality and privacy 
required by women, as the anonymity of isolated rooms becomes 
associated with HIV testing; accordingly, PMTCT sites consisting of a 
hospital and its feeder Community Health Centres/clinics are better 
suited to deliver a comprehensive PMTCT service than those sites that 
essentially consisted of a single, isolated facility (McCoy et al, 2002:21). 
 
• Provision of adequate resources: The venue for the provision of the 
PMTCT Programme should be adequately resourced. Aspects such as 
size, layout, lighting, seating arrangements, testing equipment and the 
environment in general should foster confidentiality and privacy. This, in 
  
turn, should promote the element of trust between the midwife and the 
woman that is vital in the building of an understanding relationship (Blott 
et al, 2005:14). Voluntary counselling and testing is an entry point for the 
PMTCT Programme and pregnant women cannot commit themselves to 
effective participation if the environment fails to provide for appropriate 
confidentiality and privacy. As the hospital accommodates referrals from 
the feeder Primary Health Care clinics, the size and the nature of the 
rooms used for counselling and testing require extension for effective 
implementation of the PMTCT programme. 
 
• Noise: Noise was another problematic aspect noted as the voluntary 
counselling and testing facility opens into the main passage of the 
maternity section. Noisiness can be extremely disruptive and interfere 
with matters of confidentiality and privacy, especially if the situation is 
prone to interruptions. This is to be controlled throughout the process of 
voluntary counselling and testing session as it can affects concentration 
levels with resultant difficulties in the clients being able to internalise 
information shared between her and the counsellor.  
 
Space and time need to be found for individual counselling and testing in the 
antenatal clinics. 
 
 
4.4.2 SUPPORT TO HIV POSITIVE MOTHERS 
 
• Build a trusting relationship with the client: Health care workers must 
provide emotional support for mothers who have been diagnosed HIV 
positive. A trusting relationship needs to be developed between the client 
and the midwife and the latter should perform a rapid and thorough 
assessment of the social circumstances of the client who is diagnosed 
HIV positive.  
 
  
• Sharing the pain with partners, families and communities: Clients 
can be encouraged to share the pain of being HIV positive with their 
partners, families and communities. According to Moth et al (2005:12), all 
HIV positive pregnant women should be encouraged to disclose their 
HIV status to their partners but this may be viewed as the process rather 
than an event. 
 
• Formal support groups: Formal support groups must be formed for the 
benefit of the clients and the latter can also be encouraged to establish 
support groups amongst themselves. Good communication and listening 
skills are vital in this process in view of the complexity of the issues 
surrounding HIV/AIDS. Midwives in the antenatal clinics need to be well 
trained in these skills. 
 
• Follow-up care: Provision of intense follow-up care for pregnant 
mothers who have been found to be HIV positive is necessary. This 
should be done in the following stages: during pregnancy, labour and the 
postnatal period. It is recommended that, where appropriate, special 
antenatal classes be considered for the clients for the purposes of 
reinforcing the information. 
 
• Linking benefits to HIV testing: A very significant factor in the PMTCT 
Programme is its potential to break through the denial and stigma 
associated with HIV within communities. By linking a tangible benefit to 
HIV testing the PMTCT Programme could help to bring HIV progressively 
more into the open, thus compelling communities to confront the reality 
of the epidemic (McCoy et al, 2002:34). 
  
A programme for intensive accompaniment of postnatal mothers who are on the 
PMTCT Programme needs to be developed and incorporated into the existing 
guidelines for implementation by midwives working in the antenatal clinics. 
 
 
  
4.4.3 INFORMATION SHARING ON THE PMTCT PROGRAMME 
 
The following recommendations are made with regard to information sharing on 
the PMTCT Programme. 
 
 
4.3.3.1 Individual clients: 
 
• Sharing information with individual clients: Guidelines for the 
implementation of the PMTCT Programme are available from the 
Department of Health. These need to be shared with clients in the form 
of pamphlets and should be available at the entrance to health services. 
Clients must be provided with written guidelines in their language of 
choice for easy understanding. According to McCoy et al (2002:15), all 
pregnant women and community members must be provided with 
information about the benefits of voluntary counselling and testing in 
pregnancy. Other sources of information on PMTCT, such as leaflets and 
posters in the local language, must be utilised to improve the current 
situation. 
 
• Health Education on PMTCT interventions: All pregnant women must 
receive information on PMTCT interventions including use of Nevirapine, 
breastfeeding, partner testing and referral support services for follow-up 
sessions. The study conducted by Birdsall et al (2004:5) on the Analysis 
of Calls to the National AIDS Helpline indicated that the main focuses for 
PMTCT-related calls to the helpline were as follows: 
- Request for information related to the PMTCT Programme. 
- PMTCT and HIV testing which included fear of testing and disclosure. 
- PMTCT experiences related to incorrect administration of  
- Nevirapine and treatment by health workers. 
- Breast feeding which included lack of information. 
- HIV status of the child. 
 
  
• Effective multidisciplinary team to provide antenatal care to the HIV 
positive client: Blott et al (2005:13) suggest that availability of the multi-
disciplinary team to provide antenatal HIV care is important. Regular 
links, both formal and informal, need to be established for the provision 
of necessary advice and support for antenatal women. Good antenatal 
communication is vital in view of the complexity of the issues involved in 
the provision of the PMTCT Programme and care planning should be 
proactive and be instigated early so that problems can be identified early 
and addressed in the limited time available. Good midwife-client 
communication skills are at the heart of the implementation of the 
PMTCT Programme and need to be effective. 
 
• Referral systems: It is vital that midwives ensure that clear referral 
systems are established and made available to all women attending the 
health facility, especially since pregnant women are not always confined 
in one place. Continuity of services must be ensured through a clear 
referral system with understandable guidelines to avoid the 
misinterpretation and confusion mentioned by some of the participants in 
the interview sessions. 
 
• Empowerment of women through information sharing: Midwives 
need to increase the knowledge of women attending antenatal clinic and 
provide the necessary information required for the strengthening of the 
PMTCT Programme in the health facility. Women need empowerment 
regarding the availability of the programme as this would contribute to 
the uptake of voluntary counselling and testing in the antenatal clinics. 
They also need to be encouraged to ask questions during the information 
sharing sessions. The study conducted by Birdsall et al (2006:9) on the 
Analysis of Calls to the National Aids Helpline revealed that pregnant 
women need more information about the advantages of testing and 
PMTCT interventions in terms of protecting their child’s health. 
 
  
4.3.3.2 Community awareness campaigns on the PMTCT 
Programme: There is a tremendous need to promote awareness of the 
PMTCT Programme for effective utilisation by all pregnant women. 
Awareness campaigns were mentioned by some of the participants. These 
need to be conducted so that communities can begin to participate fully in 
the implementation of the PMTCT Programme. 
 
• Community mobilisation: The extent of denial and stigma in the 
community impacts negatively on the uptake of voluntary counselling and 
testing, disclosure of HIV test results to partners, families and 
communities and on desired changes in behaviour after testing, as cited 
by some of the participants. There is a need for community mobilisation 
regarding the PMTCT Programme. A programme focusing on community 
awareness needs to be developed and implemented by the midwives 
implementing the PMTCT Programme. The extent to which mothers 
were not willing to disclose their status indicated a need to expand on the 
aspect of information sharing. 
 
• Information dissemination: It is vital that midwives ensure that PMTCT 
information is shared with communities at large. Relevant methods of 
distributing information that can be utilised include: the health facility 
health education section; television and radio; newspapers; talks at 
community halls; and via establishments like Faith Based Organisations 
(such as churches), Non-Governmental Organisations, women’s groups 
and schools. Community members need to be encouraged to ask 
questions. 
 
• Support groups: Community education and mobilisation is an important 
but relatively neglected aspect of the PMTCT Programme to maximise 
coverage of women, promote couple testing and disclosure as well as 
setting up People Living with AIDS support groups (McCoy et al, 
2002:16). In order to ensure that pregnant mothers access the available 
support group structures these need to be expanded and made specific 
  
to provide support for pregnant mothers living with HIV/AIDS. Clients 
need to be guided about how to develop support groups, as indicated in 
the World Health Organisation Anti-Retroviral Treatment Aid (2004:124). 
 
 
4.4.4 INTEGRATION OF THE PMTCT PROGRAMME IN THE ANTENATAL 
ROUTINE CARE OF PREGNANT MOTHERS IN THE ANTENATAL 
CLINIC 
 
The PMTCT Programme is not included in routine antenatal care which requires 
correction as its exclusion encourages stigmatisation and reluctance to 
participate in the programme. The effective integration of PMTCT elements into 
the existing antenatal services will benefit the expansion of the programme in 
the maternal and child health services. Findings of USAID (2003:I) indicate that 
the capacity of the clinics to provide the programme and the acceptance of 
voluntary counselling and testing will continue to grow as the programme 
matures. A study conducted on attitudes of pregnant women to routine 
voluntary antenatal HIV testing by Kvam et al (2006:1) indicated that most 
women wanted the offer of voluntary antenatal counselling and testing to be 
routine procedure as they do not receive information that meets their needs. 
 
According to Birdsall et al (2004:8), counsellors indicated the necessity for HIV 
counselling and testing to be a mandatory part of antenatal care. If the PMTCT 
Programme is to be used as a vehicle to improve quality health care, it needs to 
incorporate a unique collection of services and activities that, when put 
together, has the potential to act as a medium for improvement of primary 
health care services in general. 
 
Specific objectives for the implementation of the PMTCT Programme include full 
integration of the programme into routine antenatal and child health services. 
Antenatal and child health services are to provide an opportunity for all 
antenatal mothers to access the PMTCT Programme, which is essential to the 
expansion of this programme. The Department of Health must ensure that: 
  
• The capacity of the antenatal clinics to provide the routine antenatal 
service, including the PMTCT Programme, is adequate. 
• Health workers are competent in providing the service and are trained for 
the identified gaps in the process of providing the service. 
• There is good monitoring and evaluation of the antenatal services 
(National Department of Health, 2001). 
 
 
4.4.5 FOLLOW-UP CARE FOR DELIVERED WOMEN 
 
Follow-up care for delivered mothers and their babies needs to be intensified as 
participants indicated lack of awareness of what to do following discharge from 
hospital. Details on what the women are required to do must be included in the 
guidelines. This has been identified as an area that requires the attention of 
midwives in the maternal and child health services. McCoy et al (2002:19) 
indicate in the “Interim Findings on the National PMTCT Pilot Sites” that 
providing ongoing care to mothers and children is still a major challenge. 
Massive infrastructural challenges have been identified as barriers to the full 
implementation of the follow-up guidelines in the clinics. Provision of follow-up 
care is of fundamental importance. 
 
Although provision must be made for women to continue with the PMTCT 
Programme at their nearest clinic, they must retain the right to choose where 
they wish to obtain ongoing care; some may decide to choose clinics distant 
from their homes in order to protect their confidentiality even though this would 
reinforce stigma and silence on their part. Records must be kept on treatment 
administered to each client and the facility to which she has been referred. This 
would facilitate accessibility of the client’s data should she return to the facility 
for care. Ongoing support must be provided to the mother to help her in coping 
with her HIV-positive status and with the care of her baby. Midwives need to 
provide awareness programmes for the mothers to assist them in managing 
themselves at home with their partners and relatives. 
 
  
 
4.5 RECOMMENDATIONS FOR MIDWIFERY RESEARCH 
 
The researcher believes that research studies could be conducted in the 
following areas: 
• Experiences of health care professionals regarding providing the PMTCT 
Programme in antenatal clinics. 
• Comparison of the PMTCT programme offered at the private hospitals 
and clinics with one offered at the public hospitals and clinics. 
• Attitudes of community members towards the PMTCT Programme. 
• Needs assessment for the midwives implementing the PMTCT 
Programme to determine their needs regarding its integration into routine 
antenatal services. 
 
 
4.6 LIMITATIONS OF THE STUDY 
 
The researcher identified the following limitations with regard to this study: 
• The sample was small as only postnatal mothers at the hospital were 
included. The sample excluded postnatal mothers from the Primary 
Health Care clinics, Community Health Centre and Day Hospital. 
However repetition of themes did occur, which ensured data saturation. 
• There was no comparison with the PMTCT Programme offered at the 
private hospitals. 
• The findings of the study were not verified with the practising midwives or 
the participants in the study due to time constraints. 
• Use was made of literature sources that were mostly from journals and 
studies conducted by researchers. Very few textbooks regarding PMTCT 
were found in the literature search.  
• Translation of the interview script was time consuming as the majority of 
the participants were Xhosa speaking. 
  
• The study took longer than anticipated to complete due to the 
appointment of the researcher to a new and demanding management 
position. 
 
 
4.7.1 CONCLUDING REMARKS 
 
According to the researcher, the objectives of this study appear to have been 
reached. The researcher has explored and described the postnatal women’s 
experiences of the PMTCT Programme offered at the East London Hospital 
Complex (Frere site) and has formulated recommendations to the existing 
guidelines for the midwives implementing the PMTCT Programme in the 
antenatal clinics. 
 
According to the findings, postnatal women participating in the PMTCT 
Programme experienced shock, intense trauma and feelings of having been 
destroyed when confronted with their HIV positive results. Clients could not 
internalise the information relating to the participation in the PMTCT Programme 
due to feelings of being overwhelmed by the diagnosis. Follow-up sessions did 
not appear to have taken place in the facility as participating clients were 
unaware of what to do when and where. 
 
The researcher has developed recommendations as additional information to 
the existing guidelines for the midwives implementing the PMTCT Programme 
in the antenatal clinics. These recommendations address the issues 
surrounding implementation of the PMTCT Programme in the clinic, support for 
the HIV positive clients, information sharing on the PMTCT Programme, 
integration of the PMTCT Programme into the existing antenatal services and 
follow-up of HIV positive clients following their confinement. 
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INTERVIEW ONE 
 
Preparation for the interview: 
 
Permission from the Chief Executive Officer of the East London Hospital 
Complex was obtained, and also permission from the Assistant Director of 
Maternity section and the Chief Professional Nurse of the postnatal ward was 
obtained. The research proposal was approved by the Provincial Department of 
Health Ethics Committee, Advanced Degrees Committee and Human Ethics 
Committee of the University of Port Elizabeth before commencement of data 
collection. The researcher met with the participant at postnatal unit in the 
afternoon of the day before the interview day and introduced herself. She 
explained the purpose of the research and the need for the tape recorded 
interview. She was reassured of the fact that these will be destroyed after 
transcription. Consent was signed by the participant and the researcher. 
 
Interview held in M4 postnatal unit for normal deliveries: 
The participant was a coloured lady in her thirties. She is professional person 
with full time employment. She is currently on maternity leave. She is fluent in 
English, Afrikaans and understands Xhosa as well. She has attended antenatal 
clinic at the complex as she was referred by the clinic for the purposes of 
accessing the programme. The clinic has got four consulting rooms which are 
divided by brick wall but without a proper door. Instead of the door the curtain is 
used. Counselling and testing is done in another section of Maternity and the 
room is spacious and more private as it is away from the crowd, it has a door. 
The postnatal unit (M4) comprised of 4 six bedded units and two single bedded 
unit for the purposes of isolation when there is a need. 
 
A new set of batteries were put in the tape recorder before the interview. The 
interview room was the empty single bedded room in the unit. The door was 
closed and a note indicating that interview in progress was put on the door. 
  
The researcher and the participant were seated facing one another across the 
bed. The tape recorder was placed on the bed. There were no interruptions. 
The purpose of the research was explained to the participant. The consent was 
signed for the participant to participate in the research and she was provided 
with a copy. Comfort of the participant was determined before we started the 
session and she was asked if she is ready for us to start. The tape recorder was 
tested after the first question if it is working well and it was. It was switched on 
and the first question was asked. The interview proceeded well except that it 
took little bit longer than it expected as it took one hour ten minutes. Interview 
techniques were use to get more information like nodding, probing and 
summarising. 
 
The situational observation was done with ease – the room was adequate and 
there was privacy and there no interruptions, although it was not designed for 
counselling, lack of table was challenging as the researcher had to use the 
available unoccupied bed. The venue was adequate in terms of ventilation and 
lighting. The participant was made to be relaxed and the interview session went 
on without any disruptions except that there was notable to place the tape 
recorder, but the empty bed was utilised for this purpose  
 
The situational observation was done in the area used for counselling and 
testing as it is separate from the unit. The area appear to be appropriate as it 
has consulting room where the client is welcomed, and is furnished with a table, 
couches and chairs for the comfort of clients, TV set for entertainment and 
health education purposes whilst waiting to be counselled and tested. There are 
two other consulting rooms with doors which are used for counselling and 
testing purposes.  There are two registered nurses with midwifery, community 
health sciences and psychiatric nursing science qualifications who have been 
trained on HIV/AIDS – Voluntary Counselling and Testing and management of 
HIV/AIDS clients, three lay counsellors who have been trained on basic 
counselling skills through Rhodes University – Psychology department. 
Equipment for testing for the presence of the virus and CD4 count is available at 
the area. This area forms part of the ante and postnatal clinic at the hospital.  
  
 
INTERVIEW TWO 
 
Preparation for the interview: 
Permission was obtained to conduct the interviews. Chief Professional Nurse in 
charge of the unit gave the researcher permission as it was the same unit which 
was used for interview one. The researcher met with participant on the morning 
of the day of the interview. She explained the purpose of the research and the 
need for the tape recorded interview. A copy of the consent form was given to 
the participant. The staff in the unit knew about the interview session. 
 
Interview held at M4 postnatal unit: 
The respondent was in her early twenties, a delivered mother, para one. She 
has passed matric, awaiting to go to tertiary institution for further education. She 
was unemployed. She was fluent in English although she was a Xhosa 
speaking mother. Room was single bedded ward which was unoccupied at that 
moment. Well ventilated room with good lighting system. The empty bed was 
used as a table as there was no provision of the table in the unit. Situational 
observation of the room – size of the room was adequate; environment was 
relaxed as there were no interruptions except that there was no table. Space for 
counselling seemed to be a challenge as there was no designated room for this 
kind of activity, use of the available resources is the order of the day and yet the 
unit is exit point for delivered mothers in the institution.  
 
A new set of batteries was placed in the tape recorder before the interview 
commenced. The door was closed. The researcher and the participant were 
seated facing one another across the empty bed with a tape recorder placed on 
the table. There were no external disruptions as the note on interviews on 
progress was on the outside of the door. Before the interview commenced the 
purpose of the research was explained again and the participant was asked if 
she is having any questions. There were none. Consent form was signed and 
participant was given a copy. A printed copy of the two questions for session 
was given to the participant. 
  
 
The interview proceeded very well and the tape recording was checked early in 
the session after the question. The participant appeared relaxed and not 
threatened by the session. She appeared very confident and positive about the 
whole process. She did not hesitate to respond to the questions and she 
demonstrated a wide knowledge of HIV/AIDS.  The interview techniques to 
facilitate information were used i.e nodding but very minimal as the participant 
was spontaneous. The session took approximately 30 minutes because the 
responses from the participant were spontaneous. The researcher summarised 
at end of the session reminding the participant that the tape recorded 
information will be transcribed and thanked the participant. 
 
The situational observation was done in the area used for counselling and 
testing as it is separate from the unit. The area appear to be appropriate as it 
has consulting room where the client is welcomed, and is furnished with a table, 
couches and chairs for the comfort of clients, TV set for entertainment and 
health education purposes whilst waiting to be counselled and tested. There are 
two other consulting rooms with doors which are used for counselling and 
testing purposes.  There are two registered nurses with midwifery, community 
health sciences and psychiatric nursing science qualifications who have been 
trained on HIV/AIDS – Voluntary Counselling and Testing and management of 
HIV/AIDS clients, three lay counsellors who have been trained on basic 
counselling skills through Rhodes University – Psychology department. 
Equipment for testing for the presence of the virus and CD4 count is available at 
the area. This area forms part of the ante and postnatal clinic at the hospital.  
 
 
  
 
INTERVIEW THREE 
 
Preparation for interview: 
 
Permission from the Chief Professional Nurse in charge of the unit was  
obtained in the morning of the interview day this was so because normal 
delivered mother were kept only for six hours in the postnatal unit and 
discharged. They were kept longer only if there are complications. The 
researcher explained the purpose, nature of the research and the need for the 
tape recorded interviews. Appointment was made for the afternoon of that day.  
 
Interview held in M3 unit (High Care): 
This unit accommodate mothers with complications pre and postnatally. It is 
regarded as the high care unit of the maternity section. When the researcher 
came the sister in charge acknowledged the presence of the researcher and 
indicated that there is no specific room identified for counselling purposes and 
the side wards or single bedded wards were occupied. The researcher took 
another ten minutes trying to find a suitable venue for the interview, and 
ultimately she utilised rest room for night nurses as it was suitable for the 
purpose.  
 
The participant was a Xhosa speaking mother in mid twenties and unemployed. 
She was a para 3 mother, unemployed at the moment. She could speak Xhosa 
fluently and little bit of Afrikaans. Situational observation was done – room was 
inadequate in terms of space ventilation and seating arrangement as it did not 
have suitable furniture as well except for comfortable chairs with no table, but 
not appropriate for the counselling purpose and indication was that when the 
need arise they utilise the single bedded wards.  
 
A new set of batteries was placed in the tape recorder before the interview 
commenced. The door was closed. The researcher and the participant were 
seated in front of one another with a tape recorder placed on the chair between 
  
the researcher and the participant. The purpose of the interview was explained 
again and the consent was signed by the participant and a copy was provided 
to the participant. 
 
The interview proceeded well with no interruptions except one nurse who 
opened the trying to find space for her to have her tea but this did not seem to 
have inhibited the participant. Tape recorder was checked early in the interview 
session and it was working. The interview went well although he participant 
displayed a lot of traumatised feelings about her status. The interview took 
longer than it was expected because the participant needed some kind of 
explanation about the questions. The session lasted about on hour five minutes. 
The researcher wrapped up the session summarising at the end and the 
participant also thanked the researcher. 
 
The situational observation was done in the area used for counselling and 
testing as it is separate from the unit. The area appear to be appropriate as it 
has consulting room where the client is welcomed, and is furnished with a table, 
couches and chairs for the comfort of clients, TV set for entertainment and 
health education purposes whilst waiting to be counselled and tested. There are 
two other consulting rooms with doors which are used for counselling and 
testing purposes.  There are two registered nurses with midwifery, community 
health sciences and psychiatric nursing science qualifications who have been 
trained on HIV/AIDS – Voluntary Counselling and Testing and management of 
HIV/AIDS clients, three lay counsellors who have been trained on basic 
counselling skills through Rhodes University – Psychology department. 
Equipment for testing for the presence of the virus and CD4 count is available at 
the area. This area forms part of the ante and postnatal clinic at the hospital.  
 
 
 
 
 
  
 
INTERVIEW FOUR 
 
Preparation for the interview: 
 
Permission was obtained from the Chief Professional nurse in charge of the 
unit. The researcher visited the unit in the morning session to meet the 
participant and the purpose of the research was explained to the participant and 
that the researcher will be coming in the after doctors rounds were completed 
as the doctor was busy at that moment. The researcher also explained the need 
for the tape recorded interview.  
 
Interview held at M1 pre and postnatal unit: 
On arrival the rounds were completed. The participant was ready for the 
interview. She was a day one delivered mother in her late twenties. She was 
para 2 and unemployed. I explained the purpose of the research again and the 
need for a tape recorded interview. Xhosa was the only language that she could 
speak fluently and she was interviewed in Xhosa. The consent form was signed 
and the participant was provided with a copy. She was asked if she is 
comfortable and if she had any questions. She did not have any and she was 
ready to start. 
 
A new set of batteries was placed in the tape recorder before the interview 
commenced. The venue for the interview was an unoccupied side ward which 
gave the participant privacy she needed for the session. The size of was 
inadequate for a table to be accommodated the researcher used the empty bed 
to place the tape recorder. The doors of the room were closed. The researcher 
and the participant seated facing one another across the desk with the tape 
recorder between the on the bed. The need for a recorded interview was 
reiterated. The participant appeared to be emotionally disturbed as she was 
responding to the questions, she would easily cried and sounded very hurtful, 
she would take a pause before she responds to some of the questions. The 
researcher had to comfort her now and again. The researcher use interview 
  
techniques to acquire more information from the participant i.e reflecting and 
probing. Silence was used to give the participant opportunity to assume 
initiative in terms of responding to questions. 
 
The interview proceeded well without interruptions and the tape recorder was 
checked early in the interview after the first question. The interview lasted for 45 
minutes and ended with a summary from the researcher. Situational 
observations – the room was adequate with a good light as the interview 
session was during the day, ventilation a security was adequate as the front 
door of the room was opening to a balcony. In terms of the seating arrangement 
the general arrangement was inadequate as there was not enough space to 
accommodate it.  
 
The situational observation was done in the area used for counselling and 
testing as it is separate from the unit. The area appear to be appropriate as it 
has consulting room where the client is welcomed, and is furnished with a table, 
couches and chairs for the comfort of clients, TV set for entertainment and 
health education purposes whilst waiting to be counselled and tested. There are 
two other consulting rooms with doors which are used for counselling and 
testing purposes.  There are two registered nurses with midwifery, community 
health sciences and psychiatric nursing science qualifications who have been 
trained on HIV/AIDS – Voluntary Counselling and Testing and management of 
HIV/AIDS clients, three lay counsellors who have been trained on basic 
counselling skills through Rhodes University – Psychology department. 
Equipment for testing for the presence of the virus and CD4 count is available at 
the area. This area forms part of the ante and postnatal clinic at the hospital.  
 
 
 
 
 
 
  
 
INTERVIEW FIVE 
 
Preparations for the interview: 
 
Permission from the Chief Professional Nurse in charge of the unit was 
obtained. The researcher visited the unit to confirm the arrangements for the 
interview for the following day with the participant as she was done caesarean 
section for delayed 2nd stage of labour. The purpose of the research was 
explained to the participant and the need for the interview to be tape recorded 
was explained.  
 
Interview held at M3 unit (High Care): 
The following morning the researcher visited the unit. The participant is Xhosa 
speaking mother, she is a para one mother delivered through a caesarean 
section for delayed 2nd stage of labour and in her twenties. She is a scholar at a 
tertiary institution and is in her 2nd year of study. She is intending to make time 
to finish up her studies. She understands English but requested the interview to 
be done in Xhosa.  
 
Anew set of batteries was placed in the tape recorder before the interview 
commenced. The venue was a duty room as the side wards were all occupied. 
The door was closed with a note on the door indicating that interviews are in 
progress. The door was locked and the baby was in a crib and with the mother. 
 
The researcher and the participant were seated across each other at a duty 
room table with a tape recorder placed on the table. The purpose and nature of 
the research was explained to the participant again and consent form was 
signed and copy was provided to the participant. The need for tape recorded 
interview was reiterated.  The participant was asked if she is comfortable and 
she is not having any question to ask. The response was no. 
 
  
The interview proceeded well but took 45 minutes as the researcher had to 
explain some of the questions to the participant. There no interruptions except 
for the phone which rang once and we had to pause and wait for it to be 
answered, this took about a minute and did not seem to have disturbed the 
participant. After that the interview continued without interruptions. The tape 
recording was checked early in the interview after the first question. The 
interview went well the participant verbalising well, but very emotional about the 
whole issue of HIV/AIDS. The researcher used the interview techniques i.e 
probing, clarifying and reflecting to acquire more information during the 
interview session. 
 
The situational observation was done in the area used for counselling and 
testing as it is separate from the unit. The area appear to be appropriate as it 
has consulting room where the client is welcomed, and is furnished with a table, 
couches and chairs for the comfort of clients, TV set for entertainment and 
health education purposes whilst waiting to be counselled and tested. There are 
two other consulting rooms with doors which are used for counselling and 
testing purposes.  There are two registered nurses with midwifery, community 
health sciences and psychiatric nursing science qualifications who have been 
trained on HIV/AIDS – Voluntary Counselling and Testing and management of 
HIV/AIDS clients, three lay counsellors who have been trained on basic 
counselling skills through Rhodes University – Psychology department. 
Equipment for testing for the presence of the virus and CD4 count is available at 
the area. This area forms part of the ante and postnatal clinic at the hospital.  
 
 
  
 
INTERVIEW 6 
 
Preparation for the interview: 
Permission was obtained from the Chief Professional Nurse in charge of the 
unit. The researcher went to unit the previous day to make arrangement and to 
confirm the appointment with the participant and to make sure that she is not 
discharged as indicated earlier that normal vertex deliveries are discharged 
after 6 hours if there are no complications. The purpose of the research and the 
nature was explained to the participant. The need for the tape recorded 
interview was also explained. Consent form was given to the participant for her 
to sign and she was provided with copy. 
 
Interview held in M1 unit a pre and postnatal unit: 
Participant is a coloured delivered mother in the twenties, unemployed, single 
and a scholar. She is para one mother. She is Afrikaans speaking and can 
speak English fluently and understands little bit of Xhosa. Interview was done in 
English with participant’s permission.  
 
M1 unit has got two six bedded rooms, one eight bedded room and four single 
bedded rooms. Interview was conducted in a single bedded room, unoccupied 
at the moment with an empty bed with two doors one leading to the balcony and 
the other to the passage. The room was adequate for the two of us and her 
baby, had good lighting and ventilation facilities. A small table to place the tape 
recorder was organised and it used for the purpose. It was in the morning 
session after doctors rounds. The comfort of the participant was established 
and asked if she has got any questions. The response was no. The door was 
closed and the researcher and the participant were seating facing one another 
across the small table.  
 
Interview continued without any interruptions and tape recording was checked 
early in the interview after the first question. The participant responded to the 
questions but emotional about the issue of being HIV positive. 
  
 
The situational observation was done in the area used for counselling and 
testing as it is separate from the unit. The area appear to be appropriate as it 
has consulting room where the client is welcomed, and is furnished with a table, 
couches and chairs for the comfort of clients, TV set for entertainment and 
health education purposes whilst waiting to be counselled and tested. There are 
two other consulting rooms with doors which are used for counselling and 
testing purposes.  There are two registered nurses with midwifery, community 
health sciences and psychiatric nursing science qualifications who have been 
trained on HIV/AIDS – Voluntary Counselling and Testing and management of 
HIV/AIDS clients, three lay counsellors who have been trained on basic 
counselling skills through Rhodes University – Psychology department. 
Equipment for testing for the presence of the virus and CD4 count is available at 
the area. This area forms part of the ante and postnatal clinic at the hospital.  
 
 
  
INTERVIEW SEVEN 
 
Preparation for the interview: 
Permission was obtained from the Chief Professional Nurse in charge of the 
unit. The researcher met the participant a day before the day of the interview 
and agreed to meet the following morning. The purpose and the nature of the 
research was explained and the need to have a tape recorded interview was 
also explained. Copy of the consent was given to the participant for review and 
interpretation was done by the researcher. 
 
Interview held at M4 unit – postnatal unit for normal deliveries: 
The participant was married mother in the early thirties, para two mother 
unemployed. She was a Xhosa speaking understanding little bit of English. 
Interview was done in Xhosa with the permission of the participant as she was 
more comfortable with Xhosa. 
 
Interview was conducted in the single bedded room which was unoccupied at 
that moment. There were good lighting and ventilation facilities in the room. A 
new set of batteries was placed in the tape recorder before the interview. The 
researcher and the participant were sated facing each other in the closed room. 
There were no external interruptions as the note on interviews in progress was 
on the outside of the door. The interview proceeded well except for a nurse who 
was looking for spray bottle which was on the locker but this did not inhibit the 
participant after she was out she continued. The participant was relaxed. The 
tape recorder was checked early in the interview after the first question. The 
interview lasted for 35 minutes and ended positively with no comments with 
researcher and the participant thanking each other. 
 
Situational observation of the room used for counselling and testing at the clinic 
followed the interview. The room used appears to be adequate except that the 
clinic is a bit congested the passage seemed to be too busy as it is 
comprehensive clinic. There two registered nurses allocated for counselling and 
testing and five lay counsellors who when the clinic is not busy they do rounds 
  
in the postnatal units to check on mothers who have been missed during 
antenatal care. The personnel have been trained in HIV/AIDS management and 
Voluntary Counselling and Testing. They have been working in the area for 8 
years. 
 
Facilities for privacy and confidentiality are available as the room caters for both 
pre and post counselling and testing. The room has good lighting and ventilation 
facilities. Client to be seen are waiting in the foya and they are called in the 
order they have arrived. The rapid test if reactive it is followed by a test for a 
CD4 count to confirm the level of the virus.   
 
  
 
INTERVIEW 3 
 
R – RESEARCHER 
P – PARTICIPANT 
T – TRANSLATION 
 
R:  Sisi ke njengoko bendizichazile ukuba ndenza uphando malunganokuba 
oomama bathini ngaleProgramme yokunqandwa kokwesuleleka komntwana 
yintsholongwane kagawulayo. Ndifunda ne University yaseBhayi. Ungandixelela 
ukuba wava kanjani emva kokuba wawu counselwe watestwa for ukukhuseleka 
kosana ekwesulelekeni yintsholongwane ka gawulayo. 
[T:  Madam, as I indicated initially that I am doing research on Prevention of 
Mother-To-Child Transmission of HIV. I am a student of the University of Port 
Elizabeth. Tell me how did you feel after you were counselled and tested for the 
Prevention of Mother-To-Child Transmission of HIV] 
 
P:  Okokuqala ndeva kabuhlungu kakhulu, ndahlupheka ngendlela eyodwa 
ndaye ndakhathazeka kakhulu, gqitha, so kodwa ke ndaye ndazixelela 
ukuba….mmhh…heyi! mandizicenge, mandithandaze ndicele uThixo lento 
ndiyifumeneyo mandiyamnkele nyani ndazibona ndisamkela ke mmhh.. ja… 
ndazibona ndiyamkela. 
 [T:  Firstly, the experience was so painful, I was so miserable, but I thought to 
myself .. mmhh…hey!….I must come down. I must pray to God that what I have 
got I must accept it and really I saw myself accepting it.] 
 
R: Mmhh…Mmhh… 
 
P:  ndahamba eDay Hospital ndithutha itreatment, ndangumntu ohleli nje oright 
Ewe, ….[pause]  so ke ngoku andazanga apha eluhambeni, ethubeni ukuba 
ndizokudibana phina nokukhulelwa. Nalapho ndiye ndakhathazeka kakhulu 
ukuba azukuba lomntwana ke ngoku ndimkhulelweyo ndakugqiba ukuba mna 
kuqala ndizakugula ndizakumthini na ngoba ndibe nento ethi uzakugula naye, 
  
and lento yalengxaki yale AIDS ndinayo andinamntu ndifuna ukumxelela 
ekhaya, unangoku andinamntu ndakhe ndamxelela….mmhh..[pause]. 
[T:  I have been going to Day Hospital taking treatment and I was just ok, 
[alright] 
yes… so I don’t know what happen in the midst of things I discovered that I was 
pregnant where did I get that I don’t know. Even then I was so worried, my 
concern was the health status of the baby as I knew that I was sick. I was 
suspecting that she might also be sick, and this problem of having this 
HIV/AIDS I have not been sharing it with anyone, I have not told anyone and I 
don’t want to tell anyone at home, and up until now I never told 
anyone…..mmhh….[pause]. 
 
R:  Mmhh…mhlaumbi ungandixelela ukuba kutheni ungafuni kuxelela mntu 
nakokwenu/ 
[T:  Mmhh…perhaps can you tell me why you don’t want to tell anyone even at 
your own home.] 
P:  Hayi….[esitsho kastrongo] ndiyacinga ngoba besenditshilo ukuthi andinayo 
into ethi mandixelele umntu, futhi ke ndithi ndakubajonga bona phaya endlwini 
ndifumanise ukuba akukho nomnye ongaba sandithanda, bangandicekisa, 
ngangendlela endibona ngayo ukuba ndinokubaxelela ingasuka imeko yam ibe 
worse ngoba ngekhe bandamnkele, futhi ke umphefumlo wam usahlupheke 
kakhulu andikabi nanto endifuna ukuyitsho mntwini ongowam ngokwangoku. 
Abantu basekhaya ndihleli nabo ndiyababona ukuba bangabantu abanjani. 
Kona andiziva mnandi tu, andi right kwaphela. Kodwa ke emphefumlweni wam 
andinangcinga yanto intonayo ndinomthandazo wokuba uThixo makandolulele 
nje imihla yokuphila. 
[T:  No….[strongly stated] I think as I indicated that at this stage I did not 
anything that says I must tell somebody, and when I look at them at home I do 
not think that they will love me anymore, they will hate me, and I feel if I can tell 
them my situation will be worse at home, they will never accept me, and I am 
still very worried as a results I do not have anything that I can say to any one of 
my relatives at the moment. I have stayed with my family for a long time and by 
now I know them very well. At the moment physically I am not feeling alright at 
  
all, but I am not thinking of anything, I am just praying that God can give me 
more days to live.]   
 
R:  Ungakhe undixelele ngamava akho angqamene nale Programme 
yokungqanda ukwesuleleka kosana yintsholongwane kagawulayo, njengokuba 
ubukhe watsho phaya phambilana ukuthi weva ngayo eclinic yokuhlukuhla. 
[T:  Can you tell me more about your experiences of the PMTCT Programme, 
as you have indicated that you heard about it at the local clinic.] 
 
P:  Kaloku ndiye eclinic sendizazi ukuba ndipositive, kodwa nakhona baye 
balitsala igazi baze bamana besithi ingxelo azibuyi ndabona ke ukuba 
azibuyi!…[strongly stated] mandiyithethe ngokwam lento ndamxelela unurse 
endadibana naye, Hayi ke wandicacisela ukuba kufanele ndithini…ndithini. 
Ndamxelela ukuba ndakhathazeka kakhulu emva kokuba ndixelelwe eDay 
Hospital, kodwa emva kwethuba ndazixolisa wandicacisela ke ngomntwana 
ukuba usenokugula abe HIV positive okanye asinde abe HIV negative, futhi 
nam ndise nokugula kakhulu emva kokuba ndibelekilengoba amajoni omzimba 
ayehla kakhulu emva kokubeleka. 
[T:  I went to the clinic knowing that I am HIV positive. But at the clinic they took 
blood specimens again, but they kept on saying the results are not back yet, 
and I thought let me tell the nurses this thing, and I really told the nurse who 
was with me at that time. She explained everything to me like what do I need to 
do and I told her that when I was told at Day Hospital I was very worried, but 
after sometime I consoled myself. The nurse explained about the baby that she 
can get sick and be HIV positive or might not be sick and be HIV negative, and I 
can also become very sick after delivery because my immune system drops 
down drastically after delivery.] 
 
R:  Ungakhe unabe kwakhona ngowakutsho unurse malunga naleProgramme  
[T:  Can you tell me more about what did the nurse tell you exactly about the 
Programme.]  
 
  
P:  Wandixelela ukuba kufuneka ndiziphathe kakuhle, nditye izinto eziluhlaza, 
ifruit izinto ezinjalo, wathi kukho ipilisi aza kundinika yona funeka ihlale 
isebag(in) 
kuthi xa ndilunywayo,… ngalamini ndilunywa ngayo xa selendiqonda ukuba 
untwana uza kuphuma ndiyisele, nyani ke yahlala isebag(in) lepilisi, ndiyigcinile, 
so ikhaya lam lise Kei Mouth ezifama, ndalunywa ke ngoMgqibelo kuloveki, 
kwabizwa iambulance yase Komga. Yeza le ambulance yafika sekubonakala 
ukuba ndizakubeleka ngoku, ndaginyiswa ke le pilisi, kwaphinda 
kwafumaniseka ukuba hayi umntwana akezikakuhle kwathiwa mandithunyelwe 
eMonti. So ke ngoku kwafumaniseka ukuba lepilisi ayisebenzanga. Apha 
esibhedlela andibuzwanga ngayo lepilisi andazi ke. 
[T:  She told me about the fact that I need to live a healthy lifestyle, the diet 
must include green vegies, fruit etc, and then she told me also about the pill that 
needs to be in my bag all the time for when I am in strong labour then I take it, 
and I kept it in my bag all the time. As I am staying in farm areas of Kei Mouth 
when I got labour pains they called an ambulance which took me to the clinic 
which was not near anyway. By that time I was already in very strong labour 
they gave me the pill. Later on they discovered that the baby is not in the right 
position and they decided to take to the East London. They discovered that the 
pill has not worked and at the hospital they never asked me about it, and I really 
do not know really….[stressing a point.]  
 
R;  Uthe unurse wakuxelela ngepilisi, ingaba ikhona enye into awwkuxelela 
yona malunga nale Programme.  
[T:  You mention that the nurse told you about the pill, is there anything perhaps 
she told you about this Programme?]  
 
P:  Ayikho, ngoba ke nomntwana use Nursery uthe ugqirha bazakukhe 
bamjonge ngoba isisu sakhe siqinile. Kona ayikho enye into, kuba ndihleli apha 
ndiyacinga ukuba xa bendinikwa lepilisi inoba yintoni umsebenzi wayo, yintoni 
ekulindeleke yenziwe emva kokuba ndibelekile, xa ndinga phinda ndikhulelwe 
iyakundinceda ukumkhusela lomntwana. Ndimi nje phakathi nendawo ngoba 
andazi kakuhle ngoluncedo, futhi ndikhuseleke mna nosana lwami ukuma phi. 
  
Umntwana wam nanku eNursery kuthiwa akaphilanga uyagula, umbuzo wam 
ke ngoku ingaba uncedakele noba akancedakalanga yilepilisi…mmhh…. Hayi 
andazi. 
[T:  Nothing else, now my baby is in the Nursery the doctor said they are still 
going to check on her, because her tummy is quite hard. Otherwise there is 
nothing that I was told. I am sitting here I am just thinking when I was given this 
pill what is function of it, what is expected after delivery, if I can be pregnant 
again will it help me to protect my baby, As it is now I am just confused, 
because I am not sure of this Programme or help, and how far are we protected 
me and my baby. My baby is in the Nursery they are saying she is not well, she 
is sick, my question now is now has the transmission been prevented or not 
through the use of this pill……mmhh… I really do not know.] 
 
R:  Mmhh….mmhh…wena nje athini amava akho malunga nale Programme? 
[T:  Mmhh…mmhh…as person can you tell me what are your experiences 
about this Programme?] 
 
P:  Mmhh..seditshilo ndathi ulwazi lwam alungako ngoba njengangoku andazi 
ukuba ndiyokwazi kanjani ukuba ndincedakele ngokunikwa lepilisi noba. Kodwa 
noba mna ndingekazi kakuhle malunga nam nosana lwam ngalepilisi 
ndiyayikhuthaza indima yayo ngoba mhlaumbi iphethe uncedo. Noba ke 
kwawam amava ndingeka bi nanto iphathekayo malunga neziphumo kunye 
nenkcukacha zayo ngoba besenditshilo ukuthi andizange ndixelelwe kakuhle 
ukuthi kuzakwenzeka ntoni, ndasuka ndanikwa lepilisi kwathiwa mayihambe 
nam ebag(in) ukuba kuza kwenzeka ntoni enye hayi andazi……Ooh….ooh 
zendiyisele xa sele ndilunywa kakhulu nantso qha endayibambayo. Kodwa ke 
ndiyayikhuthaza yona ngoba ndicinga ukuba inokuba luncedo apha emagazini 
ethu bomama. Futhi unqweno wam ngowokuba abantu bazi ngayo ngoba 
andiqiniseki kakuhle ukuba abantu bayazi ngayo ngoba nam ndihlangene nayo 
eclinic ndiziyela kuhluhla khona. Nongekeva ndinqwenela ukuba eve ngayo 
ngoba mhlaumbi ingaluncedo, futhi naye axelele nomnye njengokuba ndisitsho 
ukuthi nam bendingayazi ndixelelwe eclinic ukuze ndiyazi. 
  
[T:  Mmhh..I did say that my understanding about this Programme is not that 
much, Like now I am still not sure how will I know that this pill has worked for 
me. But even if I am still not sure about myself and my baby I am really 
encouraging its use, perhaps it does work. Even if in my experience I haven’t 
got anything in terms of results or details on what it entails as I have clearly 
indicated that I was never told about the action I was just given a pill and the 
nurse said I must keep it in my bag, what is going to happen thereafter I do not 
know…..ooh….ooh.. I must swallow it when I am in strong labor that all I heard. 
But I am encouraging the use of it because it might be of help to clean the 
mother’s blood. I also wish that mothers would about this Programme because I 
don’t think that they know about it as I also heard about when I went to the clinic 
for my antenatal care. Even for those who haven’t heard about it is my wish that 
they get to know about this programme as perhaps it could be of help. It would 
be better if those who happen to hear about it they also tell each other as that is 
the way that I happen to hear about it as well.] 
 
R:  Mmhh…mmhh…njengokuba uthe unqwenela ukuba nongekeva eve ngoba 
mhlaumbi ingaluncedo, ungakhe unabe kulendawo yoncedo ukuba ncedo luni 
mhlaumbi olungaske lubekho? 
[T:  Mmhh….mmhh…. you indicated that you wish that even those who have 
not heard about this Programme could hear, may it would help them, tell me 
more about what do you mean when you said it might be of help, what kind of 
help are you referring to?] 
 
P:  Kaloku bendithe kwakuthiwe lepilisi yeyokukhusela umntwana angasuleleki 
yilentsholongwane kagawulayo, futhi ke kwaye kwabakho namacebiso 
ngokundliwa komntwana. Ndiyacinga ukuba ndabeva bethetha ngokuncancisa 
qha okanye umnike ibotile yobisi oluthengwayo qha, zingadibani ezizinto. 
Nditsho incedo olunjalo mna. Noba ezinye izinto ndingazange ndizive kakuhle 
torho!…. [strongly stated] yayininzi lanto yayithethwa yilanurse phaya eclinic. 
Enye into mna ndandisacinga le yam into, ngoba kaloku ndandisendizazi mna 
ukuba ndipositive. Eyona nt yayindihlupha andizange ndive bethetha 
ngokukhuseleka komama kulentsholongwane babethetha kakhulu 
  
ngokwesuleleka komntwana yilentsholongwane, basuka apho bathetha nge 
zingxobo nangokudla izinto eziluhlaza ukuze ubani abe sempilweni. Kodwa ke 
mna ngoku ndinalo ulwazana namavana noba engengako ndakumana 
ndibaxelela abanye ndisithi “ hee.. bafazi ikhona into enganinceda eclinic” 
[T:  Initially I said they mentioned the fact that the pill is for the prevention of 
mother-to-child transmission, and they did give advice on feeding options for the 
baby. I heard the talking about breast feeding only or formula feeding only, 
these not to be mixed. I am referring to that kind of help. Even if I did not catch 
everything, there is a lot that they were saying on that day [torho!]….strongly 
stated]. I was still occupied by my situation because already I knew that I was 
positive. My main concern was the fact that I have never heard them talking 
about protection of mothers they were stressing the prevention of mother-to-
child transmission of HIV only, They did mention eating green veggies for you to 
be healthy, and the use of condoms. But now I have knowledge even if it is not 
that 
much and experience I will also tell them and I will say, “Hee, women there is 
something that can help you at the clinic”] 
 
R:  Mmh…mmhh 
 
P:  Mhlaumbi xa abantu besazi ngaleProgramme kungabetele bangasinda 
nabo, nentsana zabo zingasinda kulentsholongwane. Futhi ngaske bangafani 
nam balibale ngumvandedwa bangamameli ngoba senditshilo ndathi mhlaumbi 
ingaba luncedo ebantwini. Mna ndiyivile noba ndingayivanga yonke 
ndangayihoyi. 
Oonesi mabaphume uphulo nahti sizakubancedisa inkosi ingumncedi , 
kwesihlangene nabo sizakuyibika lendaba yale Programme. 
[T:  Perhaps when people know about this Programme it would be better, and 
their babies might not get it as well. How I wish that they don’t take it light as I 
did        
  perhaps it will help them. I heard about it even if I don’t have all the 
information. Nurses must get out and talk about this, we will help them, we will 
tell those that come our way. We will talk about this programme.] 
  
 
R:  Enkosi ke sisi, awunayo enye into ofuna ukundixelela yona. 
[T: Thank you very much sisi, do you have anything that you want to tell me.] 
 
P:  Hayi…ha.a.a andinayo, ngaphandle nje kokuthi njengokuba besenditshilo 
ukuthi noba ndipositive andikhathazekanga, kodwa ikhe ifke yona into ethi heyi! 
Apho ndiya khona ndiya ekufeni, kodwa ke ndiphinde ndithi mandingacingi lonto 
mandiyilibale. 
[T:  No, no, I do not have anything else, except what as I have mentioned that, 
even if I am positive I am not that worried, but sometimes it does come and 
when that feeing comes I always thought heyi! Where I am heading to is the 
grave or death, and on the other hand I try to oppose the and sometimes I do 
forget about it. ] 
R:  Enkosi Kakhulu ndiyabulela kakhulu ngenxaxheba yakho, ndiyalu 
appreceiter kakhulu uncedo lwakho. Enkosi nangexesha lakho, ndiyathemba 
ukuba le information iza kuba luncedo kum. Sifikelele esiphelweni sale session. 
[T:  Thank you very much, I really appreciate your help in this, thank you for 
your time as well. I am hoping that this information will help me. We have come 
to the end of the session.] 
 
P:  Hayi nam ndiyabulela ngoba ke nam ndakhekile kukuthetha nawe, okokuba 
khe kubekho umntu endinokuthetha naye ngalento, iyandakha lont emoyeni 
nasenyameni.  Enkosi kakhulu.  
[T:  No, I am also thankful because sharing this with somebody builds me up. It 
boost me spiritually and physically. Thank you very much.]        
 
 
 
 
 
 
 
 
